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Do American Cities Need Both Voluntary 
and Tax-Supported Hospitals ? 


S. S. GOLDWATER, M.D. 


care for the entire country; it is pre- 

eminently the home of experts in this field, 
and I come here not so much to attempt to shed 
new light on the problems of medical care, as to 
receive and to profit by conferences with your 
great leaders. 


C exe is the center of organized medical 


In the course of conversations with those who 
know the hospital field, it was suggested that the 
real question was not whether great urban centers 
need both public and private hospitals, but 
whether under present conditions it is possible to 
save the tottering voluntary hospital system. 
Granted that voluntary hospitals are desirable, 
what can be done to preserve them? 


Insuring the Permanency of the Voluntary 
Hospital System 


There seems to be a growing belief that volun- 
tary hospitals are facing inevitable defeat; but if 
you ask me whether it is possible to save our vol- 
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untary hospitals, I say emphatically that it is 
possible. It may be necessary to make certain 
adjustments. It may be necessary for voluntary 
hospitals to find new means of support by ex- 
panded cooperative effort along the lines of 
group hospitalization plans. Such plans can be 
extended and can exert a powerful preservative 
influence on: voluntary hospitals throughout the 
country. 


There are two ways in which voluntary hospi- 
tals can be disposed of very easily. One is by let- 
ting them die of inanition through indifference 
and lack of vigorous effort to support them, and 
this may happen unless we put our shoulders to 
the wheel. There is another way in which they 
might be disposed of—by the administration in 
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dangerous doses of the sweet and tempting poison 
of government support. 


A contemporary philosopher has said that men 
possess thoughts, but that ideas possess men. And 
if the idea continues to spread that the support of 
voluntary hospitals is not only a function of the 
state but exclusively the function of the state, and 
it is accepted that voluntary hospitals owe nothing 
to the community and that their supporters may 
without disgrace simply step out of the picture, 
voluntary hospitals will soon. die of the poison of 
excessive government aid. 


We need both types of hospitals—that question 
is disposed of very easily. But that is not the 
whole question. Why do we need them, and in 
what proportion? What are the primary obliga- 
tions and the principal virtues of each type? 


How Voluntary and Public Hospitals Serve 
Their Communities 


There are differences of opinion about the char- 
acteristics of voluntary and public hospitals. Each 
party suspects the other. In a brilliant paper writ- 
ten recently by one of the great national hospital 
leaders, an advocate of voluntary hospitals, I was 
startled upon reading that the cares and worries 
of the hospital administrator in a nongovernment 
institution do not worry at all the administrator 
of the government hospital. The administrator of 
the government hospital, it was said, spends his 
budget to the point of exhaustion and then either 
secures a further subsidy or complacently assumes 
that he has no further responsibility. 


I have had experience in the administration of 
both voluntary and government hospitals, and I 
can testify that the sincere administrator of the 
government hospital is as much concerned about 
the quality of his work, is as much worried by 
deficient and defective medical care as is the con- 
scientious administrator of the voluntary hospital. 


I am not prepared to say that every administra- 
tor of a government hospital exerts himself to the 
utmost, but certainly the sincere executive of a 
public hospital can be relied on. to exercise his in- 
genuity and ideality in building up public hospital 
services which will compare with those of volun- 
tary hospitals of the best type. 


Advantages Possessed by Voluntary Hospitals 


What are some of the qualities that give to vol- 
untary hospitals advantages over public hospitals? 
The voluntary hospital is in control of its patient 
load, its clinical intake. The public hospital, 
charged with responsibility for the care of the 
indigent sick without limit as to numbers is not 
able to control its intake and as its budget is a 
fixed budget, it has a doubly difficult task in pre- 
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serving satisfactory standards of medical and 
nursing care. 


I bring to your attention the situation which 
exists in the best voluntary hospitals in New York 
which, to the extent of their ability, are doing a 
fine work. But please note that these hospitals can 
pick and choose among the patients that apply to 
them for admission, and can refer to public insti- 
tutions any patient they regard as undesirable; 
they can stop admissions when their wards are 
comfortably full, and can readily conform to sani- 
tary rules which prescribe the number of cubic 
feet allowed in a ward to each patient. 


The public hospitals of New York, on the other 
hand, must disregard decent and sound sanitary 
regulations prescribed by the State Department 
of Public Welfare, and must admit every patient 
who comes, whether there is space for him or 
not. Hence the superior conditions one often finds 
in the voluntary hospital as compared to condi- 
tions in the public hospital are due to the advan- 
tageous position of the voluntary hospital, which 
can, and rightfully does, set a limit to its load. I 
am not advocating that voluntary hospitals shall 
submit to the intolerable conditions that are so 
often forced upon public institutions. 


Restrictions Imposed Upon Public Hospitals 


The public hospital in almost all communities 
is restricted by law to a greater extent than is the 
voluntary hospital. Its method of approach to its 
supporters, the taxpayers, is an indirect method 
through an intermediary, namely, the fiscal 
power of the city of whose administration it forms 
a relatively minor part; whereas the voluntary 
hospital, conscious of its need, can appeal at any 
time directly to the community on whom it relies 
for support, and the tactfulness and force and 


eloquence of that appeal will determine what the 


voluntary hospital is able to do. Theoretically, 
there is no limit to what the voluntary hospital 
can accomplish, provided it can sell its program of 
service to its community. On the other hand, 
there are usually fixed legal limits to the amount 
of taxes that can be used for public hospital sup- 
port, and those fixed limits place a strait-jacket 
on the public institution. In rare instances, those 
in which available tax funds are not legally re- 
stricted, the position. may be reversed. 


Public hospitals are obliged to make fixed 
budgets at the beginning of the year and, in well 
administered municipalities, must adhere rigidly 
to those budgets. The well administered volun- 
tary hospital, you may say, also operates on 
budgetary lines. I can recall the time when 
budget-making was almost unknown in voluntary 
hospital administration, but a self-respecting vol- 
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untary hospital. today would be ashamed to pre- 
gent a program without a budgetary appendix. 


There is a difference between budget control or 
application in the voluntary hospital and budg- 
etary practice in the public hospital. Modern 
medicine moves by leaps and bounds. The ideas 
of medical men are constantly changing. Those 
of you who are concerned with hospital adminis- 
tration know how frequently new means of treat- 
ment arise and how representatives of the medical 
staff take up novel ideas, little discoveries of their 
own, or adaptations of the progressive methods of 
others; even in the course of the budgetary year 
the voluntary hospital is in a position to adapt 
itself to extraordinary budgetary demands arising 
from the employment of new methods of treat- 
ment. No voluntary hospital need hesitate to 
appeal for new support if the need is urgent. 


The public institution is under obligation to re- 
main within its budget until the end of the 
municipal fiscal year. For the reasons given, it 
is quite natural that leadership in adopting novel 
and progressive ideas in organized medicine 
should be assumed by the voluntary hospitals. 


Experimental and Normative Function 
of the Voluntary Hospital 


The function of the voluntary hospital may thus 
be said to be experimental and normative. It 
freely tries out new methods and establishes new 
standards. It inspires public hospital administra- 
tors to strive for higher grades of service. Not 
only does it contribute stimulation. and advice and 
experience and guidance to the public institution, 
but it helps to save public money, because not all 
of the things that are new in medicine, that are 
promising at the moment of their introduction, 
are found to be of benefit, and the experimental 
phase is completed at the expense of sympathetic 
volunteers and not at the expense of taxpayers. 
Public institutions owe a debt of gratitude to vol- 
untary hospitals because of their ability and will- 
ingness to make these experiments and report 
their results in convincing terms. The flexibility 
of voluntary hospital administration is a valuable 
thing. 


Not all public institutions are alike in their 
moral values and their standards of administra- 
tion. The same variations are found among vol- 
untary hospitals, but it is nevertheless true that 
one finds in many communities which are back- 
ward politically, voluntary hospitals well advanced 
in their development of sound and progressive 
administration. There are advanced public hos- 
pitals which have been wrested from the control 
of non-understanding politicians. It is my experi- 
ence that the majority of men in public office have 
areal sympathy for, but little understanding of 
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hospital work and that when they interfere, they 
do so unknowingly. But there are cities where 
the power of public officials is exerted in ways 
that are detrimental to the interests of patients. 
While the voluntary hospital is happily free from 
political influence, there are social and factional 
pressures that might be compared in their bad 
effects to political influence. These conditions are 
found in the administration of voluntary hos- 
pitals here and there, but in theory and by tradi- 
tion the voluntary hospital is usually an expres- 
sion of a desire of well-meaning groups to render 
real service. 


Responsibility of the Closed Staff Hospital 

There are medical groups or factions that do 
not hesitate to deprive general practitioners of op- 
portunities for serving in a hospital. Where that 
sort of exclusive practice develops, it is usually 
defended on the theory that a closed hospital is a 
necessity and a closed hospital staff certainly has 
its contribution to make. But the closed hospital 
staff is only defensible where the members of the 
specially selected closed hospital staff actually use 
their privileges for the advancement of medicine, 
for teaching purposes, and for research. If they 
do none of those things, they are throwing away 
all the theoretical opportunities and advantages of 
the closed hospital staff and are abusing a sacred 
trust. 


I have been having an interesting experience in 
New York. For six years I have been in charge 
of New York’s municipal hospital system without 
the slightest political interference. No political 
personage thinks of making a recommendation 
with respect to appointments or to anything of 
importance in the Department of Hospitals today. 
These conditions can be created, as has been dem- 
onstrated in our experience in New York, and I 
invite other cities to follow suit. 


Ways in Which Voluntary Hospitals Fail 


Now there are ways in which the voluntary 
hospitals fail, and the principal way, I would say, 
is in coordinating their activities with the activi- 
ties of others engaged in hospital work in the 
same community. Although the internal adminis- 
tration of a hospital is the most important part of 
its administration, there are external relation- 
ships which must be kept in mind. In order to do 
a complete job for the medical profession and for 
the community, relations must be established with 
other institutions, both public and private, to the 
end that an appropriate program of organized 
medical care can be developed for the entire com- 
munity. And the organization of this Council and 
of councils similar to it in various cities through- 
out the country is to my mind one of the most 
significant movements of the present day. When 
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such a council is organized, I interpret it to mean 
that there are sensitive persons in the community, 
that the habit of accepting everything complacent- 
ly has been disturbed, that there are institutions 
that are sensible of their own faults and limita- 
tions and defects. 


Psychology in the old days used to teach that 
the functions of the human soul were feeling, 
thinking, and willing. A good deal of honest feel- 
ing and careful thinking, and vigorous willing and 
action, have gone into the activities of this Coun- 
cil and of other councils similarly constituted and 
inspired. I like to think that the finest feeling 
and the best thought will be associated with a hos- 
pital council in every community. Without a 
regional council there is not much hope for the 
development of a balanced hospital program. 


Voluntary hospitals of course individually limit 
themselves for financial reasons, for sentimental 
reasons, for reasons of race, religion, or social 
cohesiveness, to the service of special groups in 
the community. Their total financial resources 
are inadequate. That is pretty well recognized. 
And here the public hospital steps in. 


I am not sure that the methods and the pro- 
cedures that have to do with the acceptance and 
rejection of cases by the voluntary hospitals are 
always the best. Let me cite an instance: In a 
certain city, a hospital that is conducting an am- 
bulance service which is part of a city-wide sys- 
tem sends to the city hospital in the course of a 
year fifty patients who die within twenty-four 
hours after transfer. Is the voluntary hospital 
doing its duty? Is it not unjustifiably evading a 
high death rate? It may be that all its beds are 
occupied, but it seems to me that even then it 
could admit a patient over its arbitrarily limited 
number when life is at stake. In New York the 
State Legislature has found it necessary to adopt 
a law making it a penal offense for a hospital to 
transfer a patient to another institution if a life 
is endangered in the process. There should be no 
need for such a law. Callous indifference to 
human life may be expected when a voluntary hos- 
pital falls into the hands of selfish individuals. 
You know and I know that no hospital can be 
operated properly if anywhere in the organization 
there is an individual who is actuated in. his hos- 
pital work by selfish motives. 


Voluntary Hospitals and Chronic Illness 


By and large, voluntary hospitals have found 
it impracticable—have found themselves without 
means—to support chronic illness, and it is now 
generally agreed that such care is the function of 
public institutions. The voluntary hospital, ex- 
cusing its refusal to take chronic cases, argues 
that a single chronic case may stay in the hospital 
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for six months and in that time twelve or fifteen 
acute cases can be served. The fact remains that 
there is need of both types of service. 






One unfortunate effect of the exclusion of 
chronic cases from voluntary institutions is that 
institutions that have assumed the functions of 
research and teaching are handicapped in devel- 
oping a comprehensive research and teaching pro- 
gram. Owing to the absence of chronic cases, 
interns are deprived of a kind of clinical training 
which is of increasing value year by year as the 
average age of the population grows, as the 
chronic diseases of middle age and of senescence 
assume a constantly increasing role in medical 
statistics. 


I do not believe that the actual or potential re- 
sources of the voluntary hospital are such that it 
would be worth while to make an appeal to volun- 
tary hospitals to remodel their programs and to 
pattern, them after the programs of the most com- 
prehensively organized municipal institutions. I 
believe that the great mass of chronic cases will 
continue to be assembled in municipal institutions. 
That imposes a duty upon the municipal hospital. 
If this segment of teaching is not represented in 
the voluntary hospitals, it becomes the bounden 
duty of public institutions to concern themselves 
with research and teaching in this field. 



























What is true of chronic diseases of miscel- 
laneous type—diseases of the heart, blood, glands, 
nervous system, joints, and so on—is true also of 
mental disease and tuberculosis. Research work 
in these fields has become an indispensable public 
function. If there are to be advances in psychiatry 
and in the treatment of tuberculosis, the place to 
look for those advances is where the great masses 
of cases exist, and that is in public institutions. 














Duty of Supporting Research and Teaching 
Programs 







It is the duty of the medical profession and the 
public to support research and teaching programs 
in public institutions, first where a reasonable 
number of medical students cannot be accommo- 
dated in available voluntary hospitals, and second 
in every community where the medical school and 
its associated voluntary hospital are unable with- 
out using the public hospital to develop a compre- 
hensive program of teaching. 











I do not wish to say whether the teaching of 
chronic disease should be crowded into the al- 
ready overcrowded undergraduate curriculum 0F 
whether it should be organized as postgraduate 
work. The introduction of teaching and research 
brings into the public hospital a demand for 
higher grades of work, for recognized leaders, for 
qualified teachers, for qualified research students. 
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The assumption of this task by the public hospital 
has a distinctly invigorating effect. I believe that 
we have here the lever by which, in those com- 
munities where public hospitals are backward in 
the character of their work, they can be raised to 
the highest plane of efficiency. 


Hospital Progress in Three Decades 


I should like now to ask you to consider with 
me what have been some of the principal lines of 
hospital progress during the past twenty or thirty 
years, and what have been the respective roles of 
voluntary and public institutions in contributing 
advances. 


A generation. ago, hospitals suddenly became 
conscious of the fact that it was not sufficient 
merely to perform an operation on a surgical 
patient and to discharge him, but that it was 
necessary in some instances to have a “follow-up” 
on the case after discharge. Cancer affords the 
easiest illustration; it was necessary to establish 
a follow-up clinic to establish the duration. or per- 
manence of the supposed cure in order that the 
time and types of recurrence might become 
known. When hospitals began to follow their 
patients in that way, when they established medi- 
cal social service, they were making a distinct 
advance in the conception. of the hospital’s func- 
tion. If you could go on and assume responsibility 
for the after-care of every patient discharged, you 
would soon be covering the whole field of pre- 
ventive medicine, and no hospital could be asked 
todo that. But there are undoubtedly cases which 
need to be followed for the protection of the com- 
munity, for the patient’s own protection, for the 
purpose of throwing light on the true nature of 
the operation performed and its ultimate effects. 
This is true of tuberculosis, of heart disease, and 
of many other types of disease. 


When this program came to the attention of 
hospital administrators, the first experiments 
were made in voluntary hospitals. For some time 
public institutions and those who appropriated 
money to them could not be prevailed upon to see 
that these tasks were part of the logical and nec- 
essary work of the hospital. Bellevue in New 
York was early in the field of medical social work, 
not by reason of any grants made by the City, but 
because associated with Bellevue was a sym- 
pathetic and progressive auxiliary, a group of 
women who were eager to supply deficiencies in 
Bellevue’s work which were due to budgetary 
limitations. I believe that the progress that has 
been made in medical social service, inadequate 
and unsatisfactory as it still is, would have been. 
very much slower if it had not been for the initia- 
tive of progressive voluntary hospitals. 
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Convalescent Care 


Suppose we consider the question of convales- 
cent care, which has its values in organized medi- 
cal care. Count the number of convalescent in- 
stitutions which are public-supported. I think I 
could count them all on the fingers of my two 
hands and have some fingers left over. Convales- 
cent care was recognized first and has been devel- 
oped furthest by the voluntary hospital. I do not 
want to point the finger of scorn at public hos- 
pitals, and you will forgive me if I say with some 
pride that a new type of convalescent care has 
lately been developed in New York City under 
public auspices. I refer to the Convalescent Day 
Camp established by the Department of Hospitals 
at Welfare Island, a camp which provides pre- 
scribed diets, controlled exercises, occupational 
activities and recreation, a camp intended for in- 
dividuals who either cannot be accommodated in 
the 4,000 convalescent beds available to them in 
institutions in New York City, or who cannot be 
persuaded to go. We are trying to provide for 
these groups by means of a day camp. The camp 
is only in the experimental stage. If it succeeds, 
it will be copied by the city on a wider scale. 


All of this does not detract from what I said 
at the beginning, that the great bulk of service 
rendered in the field of convalescent care, which is 
a necessary extension of hospital work, is due to 
the voluntary hospital, and that for progressive 
improvements in convalescent care we owe thanks 
to the voluntary hospital. 


Laboratory Development 


We also owe thanks to the voluntary hospitals 
for laboratory development. Is it not true that 
the most advanced, most liberally supported lab- 
oratories were for many years—and to a large 
extent still are—to be found in voluntary hos- 
pitals? It occurs to me as I proceed that in what 
I am saying I am revealing an Eastern point of 
view which is, I suppose, limited and parochial, 
because none of the things I am saying would 
apply in Middle Western states where the lead- 
ing hospitals are state institutions. Certainly in 
my part of the country the greatest advances have 
been made by the voluntary hospitals, and it is 
only after they have demonstrated the indispens- 
ability of various types of laboratory and diag- 
nostic aids that it has become possible slowly and 
painfully to introduce these necessary diagnostic 
steps into public hospital usage. What is true 
of the pathological bacteriological and immuno- 
logical laboratories is true of roentgenology. 


Ward Care 


Take a subject that I think is dear to the hearts 
of all of you, the approach toward perfection in 
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ward arrangements that are of consequence to the 
patient—I stressed as one characteristic of the 
voluntary hospital that it limits its admissions. 
There is no overcrowding in such an institution. 
Voluntary hospitals have as a rule been able to 
secure more funds for the support of ward pa- 
tients than it has been. possible for public institu- 
tions to secure. The refinements of nursing care 
depend upon the quality and the number of nurs- 
ing personnel. I was shocked when I took over 
the Department of Hospitals to find how few 
nurses there were in wards of given size and clin- 
ical content as compared to wards in the private 
hospital with which I had been most closely asso- 
ciated. 


No Necessity For a Double Standard 
of Nursing Care 


Now there is no justification for a double stand- 
ard of nursing care; it should be an adequate 
standard everywhere. But how do we determine 
the need? We are all fallible, and I have never 
yet seen a study of nursing care that remained 
valid for more than a year. But at least such a 
study can be made in any given place for a given 
number of patients of a particular type. Studies 
were made in the Department of Hospitals to de- 
termine how many minutes of care in the course 
of twenty-four hours an ordinary medical, surgi- 
cal, or obstetrical case required. Measured by that 
standard, nursing was found to be available to the 
extent of about fifty per cent of a reasonable and 
conservatively estimated requirement. That is a 
great deal better than what one finds in hospitals 
abroad, but it is not a satisfactory standard for 
America. I shall never forget my experience in 
visiting a great clinic in Frankfort, Germany. 
When I went through a surgical division of four 
wards with two hundred beds, I failed to observe 
a single nurse on duty. I did not understand it, 
and wondered how the patients were given nurs- 
ing care. And one of those taking me through 
said, “You must not judge our service by what 
you see today. This is an extraordinary and tem- 
porary condition. The chief is engaged in a 
laboratory study and he needed some eight or ten 
extra hands.” “What about the patients?” ‘Oh, 
they help each other as best they can.” 


Well, we had not come to that low ebb in New 
York City, but certainly we had nothing of which 
to be proud as far as patients’ care was concerned. 
I know many of our patients were not conscious 
of what they were being deprived of, but I was 
conscious of it, and it was not long before I began 
a loud protest. Now I am happy to be able to 
report that a service of 18,000 beds, extended to 
about 20,000 beds in the course of six years, has 
seen within that period the doubling of its nursing 
staff. 
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Let us go back. Where did I get the idea of 
decent and necessary nursing care? In a volun- 
tary hospital, of course. For demonstrations of 
efficient care we are indebted to the voluntary hos- 
pital. It is, as I have said, an experimental and 
normative institution, a laboratory of hospital 
administration. 


Out-Patient Department 


Now take the out-patient department. You 
know what overcrowding exists even in voluntary 
hospitals. Some thirty odd years ago a paper 
which I was fortunate enough to have accepted by 
the American Journal of the Medical Sciences sug- 
gested that the only cure for dispensary over- 
crowding in New York was through the creation 
of a district system of dispensaries and the frank 
acceptance of the principle of limitation of num- 
bers. I was hooted at for that suggestion. It was 
assured that while there would be a certain im- 
propriety in putting two patients in. one bed, there 
was no impropriety in putting two out-patients in 
one examining room to be examined in the same 
five-minutes. I am proud to be able to report that 
in the last year the Mayor of the City of New 
York has supported an appropriation of nearly 
$6,000,000 for the rebuilding of eight of the thir- 
teen dispensaries in the Department of Hospitals. 
Three others have already been rebuilt. In the 
public hospital service of the City of New York 
we shall eventually have an out-patient service 
which will compare with the best out-patient ser- 
vice in voluntary institutions. 


It all comes back to the fact that when numbers 
were first limited, when what is now known as the 
appointment system was first accepted, it was a 
voluntary hospital that made the demonstration. 


I ask you to keep in mind that there is in every 
out-patient service a proper space and time unit 
(a proper equipment unit goes along with that) 
for the examination of any type of patient; that 
these units can be determined by a study of the 
actual, necessary, approved procedures in the ex- 
amination of out-patients; and that the adminis- 
trators must understand what their responsibility 
is in furnishing to the medical profession proper 
space, time allowances, and equipment for out- 
patient care. 


Place of Psychiatry in the General Hospital 


Let me refer to just one more illustration of a 
vital, significant kind of progress for which credit 
must be given to the voluntary hospital. That is 
the recognition. of the place in general medicine, 
and therefore in the general hospital, of psy- 
chiatry. It was in a voluntary hospital in the 
State of New York that the first mental service 
was established as part of a general hospital. It 
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was in a voluntary hospital in the City of New 
York that there was first added to the visiting 
staff in general medical and surgical wards a con- 
sulting, and eventually an attending, psychiatrist 
to collaborate with the physicians who previously 
had handled all their cases purely from the physi- 
cal and never from the combined mental and 
physical standpoint. 


The New York City Department of Hospitals 
has redesignated all neurological services ‘neuro- 
psychiatric” services. There was no denying the 
need for it, when. it was shown statistically that 
psychiatrists had been called in a considerable per- 
centage of cases in some of the most progressive 
medical services and that such collaboration had 
proved to be valuable. 


Avoiding the Necessity of the Government 
Increasing Its Proportion of Organized 
Medical Care 


I might go on and multiply these illustrations, 
but there is no need of tiring you. For reasons 
that I have already stated and for others that you 
can readily imagine, the voluntary hospital with 
its flexibility and freedom from fixed budgets, 
with its need only of convincing persons who by 
self-selection are sympathetic to the needs of 
medicine and of patients, is in a position of pri- 
mary importance and advantage in introducing 
progressive measures in hospital administration. 
And since the voluntary hospital has this impor- 
tant function to fulfill, let us use our best efforts 
to avoid, if we can, the government taking over 
any increasing proportion. of organized medical 
care. 


What proportion of the total load voluntary hos- 
pitals can carry will depend, of course, upon how 
much ingenuity is exercised in devising new 




























means of voluntary hospital support. You in this 
city have established your cooperative hospital 
service plan which promises support for volun- 
tary hospitals that they would have lacked in. this 
trying era, but hospital service plans throughout 
the country have not yet fulfilled their major 
duty. 


Extending Ward Care Benefits Through Group 
Hospitalization — 


Group hospitalization was originally designed 
to bring within the purview of the voluntary hos- 
pital system, to keep out of publicly-supported in- 
stitutions, a great mass of workers of limited in- 
come, who, it has since been demonstrated, can 
through cooperative action pay their own way as 
far as hospital care is concerned. The trouble is 
that the cooperative effort was begun in New 
York, and I think in the majority of other com- 
munities, by arranging semi-private care instead 
of what we in the East know as ward care or ser- 
vice care. With the collaboration and support of 
the medical profession, in a manner which is just 
to the medical profession as well as to worthy 
subscribers, we must find a way increasingly to 
line up the regularly employed worker of however 
meager an income as the natural and appropriate 
client of the voluntary, not the public, hospital. 
Let us leave to the public hospital those who are 
definitely and irretrievably in the indigent class. 
To the extent that we fail to do this, through 
inertia, through lack of inventiveness, or because 
of the failure of medical men to cooperate, to the 
extent that we fail to extend hospital pre-payment 
service plans, we shall deal a sericus blow to the 
voluntary hospitals, for it is only by extending the 
principle of cooperative support, in my opinion, 
that the voluntary hospital system can be kept 
alive and made to grow. 





Business Efficiency Versus Hospital Efficiency 


Businesses must be run efficiently—competition 
takes care of that. Hospitals must be run effi- 
ciently—patients and philanthropy take care of 
that. 


The problems and their solutions, however, are 
vastly different. It is the constant aim of busi- 
ness to level the peaks and valleys in order to 
produce the greatest possible efficiency in produc- 
tion, merchandising, and distribution. The means 
of doing this rest very largely in the hands of 
business. Wide fluctuations in volume of work 
done are not conducive to economical operation. 
Under these conditions the greatest skill is re- 
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quired of management in order to keep the costs 
of operation at reasonable levels. Hospitals have 
little, if any, control over violent and sudden vari- 
ations in the demands for service made upon them. 


Our patient days for the month of July, 1939, 
were 9,082. This broke all records for any single 
month since the hospital received its first patient 
in 1864. Just two months later the patient days 
for September, 1939, dropped to 6,850, a drop of 
25 per cent. This was the smallest month since 
September, 1935. 





—Rochester General Hospital News Letter 
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The Bacon Library 


HE first meeting of the American Conference on Hospital Service was held in 1919, and 
its complete organization was perfected in 1921. There were fifteen constituent organiza- 


tions all national in scope, and all intimately interested in hospital service and its affiliated 
activities. 


In 1920 the Conference instituted the Hospital Library and Service Bureau. It was financed 
by an annual grant of $15,000 from the Rockefeller Foundation for a period of three years, 
together with contributions from philanthropists, hospitals, and the constituent organizations 
comprising the Conference. In 1923 at the expiration of the three-year period, the Rocke- 
feller Foundation and other contributors continued their grant and gifts for a second three- 
year period, terminating in 1926. 


At the expiration of this second period, the Foundation felt that the Library and Service 
Bureau was well established and that its future support should be the responsibility of the 
constituent organizations comprising the Conference and the hospitals. 


The Conference on Hospital Service found it impossible to provide the funds for the con- 
tinued operation of the Library, and effective July 1, 1930, the Conference conveyed title and 
ownership of the Library to the American Hospital Association. 


During the eight years of its control by the Conference on Hospital Service, the Library 
had assembled the most extensive and valuable collection of hospital literature, including more 
than four thousand bound volumes and thirty-eight hundred package libraries, that is in exist- 
ence under one roof. 


In 1927 the Library moved to its present location in the headquarters building of the 
American Hospital Association. 


Since the American Hospital Association accepted the gift of the Library from the Con- 
ference on Hospital Service, it has maintained and continued its service as a major contribu- 
tion of the Association to the hospital field. The cost of its operation is provided for solely 
from the operating income of the Association. 


Forty-five hundred package libraries are sent to more than thirty-two hundred hospitals and 
their personnel each year. 


Twenty-one hundred inquiries on different phases of hospital service are answered each year. 


Three hundred new books and the issues of fifty-two different magazines are added to the 
Library each year. 


The space assigned the Library has just been remodeled and rearranged under the direction 
of Edgar Pond Martin, the well-known architect of Chicago. This work has been completed 
and by action of the Board of Trustees, the Library has been designated the “Bacon Library” 
in appreciation of a lifetime of service which Asa S. Bacon has given to hospital service. 


The Hospital Library and Service Bureau, “The Bacon Library,” is the property of the 
American Hospital Association, owned by its members, operated for them, and its service and 
facilities are at the disposal of the hospital field without any charge whatsoever. 


The Library and the dignified, restful room in which it is located is dedicated to Asa S. 
Bacon. Its service is dedicated to the hospital field to which Mr. Bacon has given almost 
forty years of unselfish devotion. 
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Housing the Small Medical Center 


CARL A. ERIKSON 


are the housing and the care of the sick, but 

it has other allied and perhaps equally im- 
portant purposes. One purpose is to make it pos- 
sible for its community to pool its resources in 
order to provide itself with needed medical equip- 
ment of a quality and quantity no single doctor’s 
pocketbook would permit. At the hospital, too, the 
community, large or small, centralizes its medical 
skills—its doctors, nurses, and technicians—the 
Mannerheim Line of the medical emergency. And 
in many places the amount of medical service 
available and its competence will be determined 
over a period of years by the presence or absence 
of the hospital, the workshop of the doctor, today 
just as necessary to him as his stethoscope. 


Te primary functions of the small hospital 


The Low Rate of Bed Occupancy in the Small 
Hospital 


Records seem to show that the small hospital 
has over-emphasized one of its primary functions, 
the housing of the sick. The average occupancy 
for 185 hospitals, in villages in Illinois and six sur- 
rounding states, of less than 30 beds in the 1938 
American Medical Association records was but 54 
per cent. Probably a part of this low occupancy 
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is because many of these hospitals are poorly 
fitted to house the sick, due to their arrange- 
ment, construction, and detail. Another part of 
this low occupancy may be explained by the lack 
of equipment in many small hospitals clearly re- 
vealed by a spot check of the reports of the hos- 
pital inspectors of the American Medical Asso- 
ciation. A third factor is a lack of sufficient funds. 
The sick man cannot avail himself of the hospital 
bed that awaits him if he cannot pay for it and 
nobody else will. Probably the occupancy figures 
would be considerably higher if there were fewer 
beds in better buildings with more equipment. 
But we must not overlook the probability that 
many of these small hospitals, and many large 
ones, might be filled to capacity if funds were 
available to care for all who needed hospital care. 


Many a small hospital is owned by a doctor who 
found that it was necessary for his patients to have 
hospital service and he could get it no other way, 
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or who deluded himself into thinking that it would 
be a profitable investment. After the hospital was 
established he learned he could sink money into 
it as readily as the United States does into the 
hole at Ft. Knox. Few country doctors had the 
resources to build and to equip properly the hos- 
pitals they so badly needed, and experience soon 
showed that it was difficult to make a hospital 
self-sustaining. Hence, when a small private hos- 
pital was built it was, of necessity, largely devoted 
to that small segment of the community that could 
pay its own way. Many of the small voluntary 
and governmental hospitals likewise try to be 
self-supporting—thereby closing the doors, largely 
or entirely, to that group of patients who must 
necessarily be free or part-pay patients. This too 
frequent maladjustment between the financial re- 
sources of the hospital and the community needs 
for free and part-pay beds is the greatest in the 
proprietary hospitals and in these, as expected, 
will be found the lowest percentage of occupancy. 


The Small Hospital and the Indigent Patient 


Apparently if the rural hospital assumes its full 
responsibility to all of the community, it should 
expect to find a varying but substantial part of 
its patients on the free list. And it is not rea- 
sonable to expect that such a hospital can sup- 
port its charity by the operating receipts from 
that part of the community that pays its bills. 
A realistic approach would obviously have re- 
duced the number of beds in any of the small hos- 
pitals by a careful consideration of the annual 
operating budget—the first step in intelligent 
planning. And this “overbedding” is unfortu- 
nately often at the expense of diagnostic and ther- 
apeutic equipment. If the hospital is merely a 
boarding house for the sick—why occupy a bed 
there that is often worse than the one at home? 
The seeming surplus of beds might entirely dis- 
appear if doctors and their patients found these 
hospitals adequately equipped. 


Yet it must be recognized that the small hos- 
pital has not the elasticity of its larger brothers, 
and for that reason cannot.be expected to operate 
at as high a percentage of capacity as they do. 
The large city hospital that operates at 80 per 
cent of its annual theoretical capacity is probably 
at its peak, but perhaps 65 to 70 per cent is as 
well as the small hospital can do. Dr. W. S. 
Rankin of the Duke Foundation showed that in 
nine southern hospitals of under 25 beds the vari- 
ation between high and low monthly averages was 
50 per cent of the low monthly figure. If those 
figures are the monthly averages—then it seems 
safe to assume that the small hospital cannot 
comfortably operate at an annual average of more 
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than 65 to 70 per cent of its theoretical capacity, 
Against this figure the 54 per cent occupancy re- 
ported for the 185 hospitals already referred to 
does not seem so bad. 


Clinically these hospitals are not, as many seem 
to think, mere first aid stations. Dr. Victor G. 
Heiser just about covered the small hospital in 
describing his practice in this way—‘‘These in- 
cluded just about every disease the human being 
is heir to; one had to be prepared to meet any- 
thing, not only in the nature of the disease but 
also meddlesome neighbors and friends and the 
dog when one made a country call. It was legal 
to shoot the dog.” Leave out the dog and that 
about describes the rural hospital. Turnover, 
that is, the relation of total admissions to average 
occupancy, was calculated for the 185 hospitais 
already referred to and found to be 40, and for 
the 109 non-proprietary hospitals in the group it is 
found to be 38; similar figures for three of the 
leading voluntary hospitals in Chicago were 35, 38, 
and 39. If turnover, another way of expressing 
length of stay in the hospital, measures the seri- 
ousness of the illness of the patient then the small 
hospital is not so very different from those in the 
metropolitan area. But need I remind any one 
that the number of days a patient stays in the hos- 
pital may be an indication of something quite 
different than the gravity of his illness or the 
perfection of the medical service? 


Obstetrical Cases in Small Hospitals 


The proportion of beds claimed for obstetrical 
cases in the small community hospital is probably 
greater than the average in the city hospital. The 
American Medical Association records for the 185 
hospitals indicate that births are 16 per cent of 
the admissions, whereas they are but 8 per cent 
for the 9 largest Chicago hospitals. Surgery rep- 
resents 33 per cent of the admissions in 20 small 
Saskatchewan hospitals; the 1936 records of all 
the Carolina hospitals aided by the Duke Founda- 
tion show that 60 per cent is surgery. No records 
are available but it seems safe to assume that 
surgery will vary from 30 to 60 per cent; ob- 
stetrics 15 to 20 per cent and the balance among 
all the other clinical classification. 


Contagious diseases are among the greatest dif- 
ficulties that confront the small hospitals. Often 
they cannot shunt to other hospitals the conta- 
gious case that develops within their own walls, 
nor can they be said to have completely met their 
community responsibilities if they refuse to accept 
those developed outside. 


The Need of Flexibility in the Small Hospital 


To meet the economic and clinical needs, multi- 
plied by two because of sexes, extreme fiexibility 
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in assignment of rooms is obviously needed. In 
the 25-bed hospital no rooms should be larger than 
needed for two beds and the 35-bed hospital might 
have two 4-bed wards. The majority of private 
rooms should be large enough for 2 beds and the 
normal set-up should be about 34, of the beds in 
2-bed rooms and the balance in private rooms. 
Such a hospital should average 70 per cent ca- 
pacity—operating for a short time at 110 per cent 
of capacity if necessary. Sixteen beds in this 
kind of a hospital might average 13 occupied beds 
without any more difficulty than a 20-bed hospital 
with a number of four-bed or larger wards might 
have with the same annual average occupancy. 
To illustrate let us assume that a 20-bed hospital 
is divided into 4 private rooms, all occupied, a 
4-bed ward for obstetrics occupied by one patient, 
a 4-bed women’s ward, occupied by two patients, 
a 4-bed men’s ward occupied by four patients and 
a 4-bed children’s ward occupied by two patients. 
The hospital has 13 of its 20 beds occupied, a 65 
per cent occupancy, yet has difficulty in properly 
caring for an additional male. But if this hos- 
pital had but 16 beds, four in single and twelve 
in 2-bed rooms with the same 13 patients, an 81 
per cent occupancy, that additional male patient 
could be cared for in the empty 2-bed room, and 
still leave room for one obstetric patient, another 
male, and if the 4 private rooms were large enough 
still have an emergency or reserve capacity for 
as many as four more patients. 


The Square Foot Area Per Patient Bed 


Unfortunately, too often the sponsors of these 
small hospitals take as their model some larger 
hospital, lop off the unnecessary beds and shrink 
the rest, a process that is just as unsatisfactory 
for the hospital garment as it is for any other. 
It is very simple to assign 60 square feet to each 
bed in a 2-bed ward, it is something else to sat- 
isfactorily operate it. The generally accepted min- 
imum of 80 square feet per bed is none too large 
for practical operation nor does it often permit 
anything more than the minimum distance be- 
tween patients. The single room should prefer- 
ably be not less than 160 square feet, which will 
permit its use for two beds when needed. At least 
two rooms, and preferably four, in every hospital 
should have individual toilets which will permit 
their use for isolation cases and at other times 
as private rooms. Convenience and accepted tech- 
nique dictates that each patient’s room should 
have a wash basin if the building budget can be 
stretched that far. A closet or wardrobe should 
not be overlooked. A small nursery is an obvious 
necessity. The usual accessory rooms necessary 
for patients’ care, utility room linen closet, jan- 
itor’s closet, toilets and bath, simply equipped 
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and detailed, should be included with each group 
of patients’ rooms. 


These patients’ rooms should be grouped to- 
gether to form a single nursing unit-—to divide 
them among two or more floors either increases 
nursing costs or decreases the nursing care. True 
it is, that a single unit necessarily precludes sep- 
aration of the maternity beds and children’s beds 
from all others. Obviously, the nursing technique 
then must bear a greater responsibility than in the 
larger hospitals where these units are more widely 
separated. Each added floor or unit for patients 
requires another set of accessory rooms, at a cor- 
responding cost. This coupled with the wide fluc- 
tuation in occupancy, the limited personnel, and 
the small average number of patients would seem 
to make the single, or one floor, unit a “must” for 
all hospitals of 20 beds or less, and meriting seri- 
ous consideration up to 40 beds and more. 


The hotel phase, that is, the food service, admin- 
istration, heating, etc., simplifies as the hospital 
decreases in size. Food preparation and handling, 
so perplexing in the larger hospital should present 
few difficulties. If the kitchen is placed on the 
same floor with the patients, serving pantries, 
dumb-waiters and the like may be unnecessary. 


A small reception or waiting room adjoining the 
entrance is a necessity and it should be completely 
shut off from the hospital corridor. Administra- 
tion must be of the simplest character but a small 
office is a necessity and should adjoin the entrance 
and reception room. Remembering the limited 
nursing and administrative personnel and their 
varied duties, the nurse’s charting desk should be 
so placed that it controls, when needed, the main 
entrance as well as all the patients’ rooms. 


A laundry may not prove to be an economy. 
The boiler room should be as simple and as largely 
automatic as it is possible to make it. Cheap elec- 
tric power and bottled gas have largely eliminated 
one of the former problems of the small hospital 
—high pressure steam for sterilizing. Building 
costs are seemingly reduced by eliminating store 
rooms, janitors’ closets and similar necessities, 
but that the saving is but a mirage becomes pain- 
fully evident when the building goes into service. 


Operating and Delivery Rooms 


So far in the discussion of the small hospital 
building we have only once had a serious conflict 
between theory and practice—that children’s 
rooms and maternity rooms must necessarily be in 
the same nursing unit with one another or with 
medicine and surgery. Consideration of the oper- 
ating and birth rooms brings us to a second one 
upon which the theories seem to be in even more 
definite conflict with the necessities of building 
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and operating budgets. Separation of the delivery 
room from the operating room—preferably on an- 
other floor or at least by some distance—has been 
so well justified in the larger hospitals that in 
some communities it has been petrified into laws 
requiring such separation. 


In the 10-bed hospital, which will perhaps have 
an operation every second or third day and a birth 
every 10 or 12 days, the cost of building a sep- 
arate birth and operating room might be justified 
—if that in itself would insure completely aseptic 
condition in both rooms at all times. Bearing 
in mind the limited nursing personnel and that the 
doctors in many of these small hospitals must be 
“universal specialists” as Heiser calls them, it 
seems possible that two rooms might not be much 
of an improvement over one. Especially is that 
true if to obtain two rooms either or both of them 
is made so small that neither is satisfactory. One 
birth-operating room of proper size should be suf- 
ficient for the 10 bed hospital if it can be sup- 
plemented for the inevitable emergency. The 25- 
bed hospital with at most an average of one oper- 
ation per day and one birth every 4 or 5 days may 
justify a second operating-birth room—or, if you 
prefer to call it so—a birth room. 


The space required for proper technique is the 
same in Wapwallopen as in Chicago—so the birth 
and operatings should be about 16 ft. by 20 ft. 


Scrub sinks in the operating rooms are an econ- 
omy in. space and hence in cost and are preferred 
by many under conditions that must exist in the 
small hospital. A surgeons’ dressing room and 
toilet are essential. The nurses’ workroom should 
not be the lamb sacrificed on the altar of the num- 
ber of operating rooms. It should be large enough 
to make a really comfortable workroom (as there 
will be only one) probably not less than 60 to 80 
square feet of clear floor space with cases, closets, 


sinks, work-tables and sterilizers outside of this 
area. 


The surgical and delivery departments must be 
supplemented by other medical services just as 
important if less spectacular. What types of di- 
agnostic and therapeutic equipment should be 
planned for depends on the resources of the com- 
munity and its willingness to stock its medical 
equipment pool, the familiarity of the doctors with 
the equipment, and, to a less extent, on the size of 
the hospital and its proximity to others where the 
less frequently used apparatus may be found. An 
x-ray machine and a laboratory are basic essen- 
tials. Among all of the equipment for physiother- 
apy, cardiography, and basal metabolism, as well 
as many types of x-ray machines are readily port- 
able. As the use of much of this apparatus can be 
definitely scheduled a single room properly sized 
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and with adequate closets for unused equipment 
should suffice even for a 25-bed hospital. In the 
small hospital it might also be an out-patient ex- 
amining room, the room where Johnny gets the 
fish hook taken out of his finger, and on rare but 
certain occasions, as an emergency operating or 
birth room. With such a variety of purposes the 
name is obvious—the medical service room. 


Providing for Laboratory Service 


The laboratory work might be added to the 
multiple purposes of this “medical service room.” 
Unquestionably it is better even in the smallest 
hospital to have a separate room for the labora- 
tory, preferably adjoining the ‘‘x-ray medical serv- 
ice” room. It should be just large enough for one 
worker and the necessary equipment to do the 
simpler procedures. This room might also double 
as the x-ray dark room if the window could be 
darkened. With a bit more case space it might 
also be a pharmacy, prescriptions being filled at 
the town pharmacy. Thus instead of three im- 
practical cubbyholes, we have a single workable 
unit. It is quite evident that this combination, 
as well as that suggested for x-ray and physio- 
therapy, etc., might prove impractical, even for 
the hospital as small as 10 beds and, on the other 
hand, prove ample for one of 30 beds. The de- 
termining factor is not the number of beds but 
the use the doctors make of the equipment thus 
made available. 


Building for Limited Personnel 


Without a balanced budget the small hospital 
cannot exist long, hence it must have a rigorously 
limited personnel. The work of the laboratory, 
x-ray, physiotherapy, and of anesthetics will be 
divided either among the doctors or among the 
nursing personnel or centered in a single jack-of- 
all-trades technician. Therefore all of the diag- 
nostic and therapeutic services should, if possible, 
be grouped together as it makes for the best use 
of the limited personnel. Moreover x-ray, phys!- 
otherapy, etc., should be readily accessible to out- 
patients. If they are all placed on the same floor 
with patients and that floor is close to the ground, 
there is no need for an elevator and none for large 
stairs, resulting in substantial building and oper- 
ating economies. 

The Centralization of Medical Personnel 

Two of the functions of the hospital have been 
discussed; a third is the centralization of the med- 
ical personnel. 

The housing of nursing and technical personnel 


is essential, their skill must be on tap 24 hours 
per day to care for emergencies. They must, 


therefore have livable quarters in or adjoining 
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the hospital. While the many details of provid- 
ing such quarters will not be discussed here, it 
should not be forgotten that it is impossible to 
obtain satisfactory service from personnel that is 
badly housed. Proper quarters for them should 
be as definitely a part of the hospital project as 
the operating room itself. Whether it be in a 
new and separate building, in a dwelling adjoin- 
ing the hospital, or in the hospital, well separated 
from patients, must necessarily be determined 
from the facts in each case. 


These hospitals do not have interns and few 
can afford to pay a resident physician; yet a doc- 
tor must always be on call. Probably in these 
days of the telephone and the auto, any doctor in 
the small communities can get from his home to 
the hospital quicker than the bored resident in 
the large hospital gets to his patient from his 
quarters. 


Doctors’ Offices 


Dr. W. S. Rankin of the Duke Foundation 
(Modern Hospital, March 1935) states that the 
small hospital should have 3 or 4 doctors’ offices. 
That target should be kept on the sights of the 
sponsors for the small hospital as it may insure 
the better care of the ailing, more frequent use 
of the medical equipment pool by the doctors’ 
office patients, and may result in such use of the 
equipment that better or more technicians may 
be employed by the hospital, obviously to the 
benefit of the community ailing and to the doctor. 
A by-product of this association of doctors’ offices 
and the hospital would be the presence of doctors 
at the hospital for longer periods of the day to 
care for emergencies. 


Michael M. Davis has suggested that the small 
hospital should house the public health activities 
(especially in county seat towns). Alden B. Mills 
has suggested practically the same thing. On the 
other hand, E. H. Lewinski-Corwin states that “I 
submit that all other things being equal, the 
further apart public health administration is kept 
from curative medicines, the better are their re- 
spective jobs done.” However, as a mere layman 
I would expect benefits from the association of 
public health activities with the curative medicine 
of the small hospital. Some out-patient work 
must be done at the hospital. Then, should not 
the visiting nurse headquarters be there? It 
seems reasonable also, to assume that tuberculosis, 
venereal, children, maternal, orthopedic and other 
similar governmentally-supported clinics should 
be held at the community medical center—its hos- 
pital. If there is a public health officer, should 
he not likewise be close to these facilities and to 
these headquarters of the practicing physicians 


February, 1940 


rather than at the county court house, the head- 
quarters of the practicing politician? 


The Necessity for Fireproof Construction 


It is generally agreed that hospitals, large or 
small, should be of fireproof construction. But if 
the hospital is but one story, masonry outside and 
corridor walls with a fire-resistive first floor and 
wood ceiling joists and rafters plastered on wire 
lath may make an acceptable substitute with re- 
sulting economies in building cost. If adequate 
exits are provided, other less fire-resistive con- 
struction might be considered, if the budget is 
very limited. 


The principles of the details of construction are 
identical with those of the larger hospital but 
their application to the small one requires a bit 
of common sense—a flashlight as a part of the 
equipment of a night nurse may be just as effi- 
cient as a built-in night light at an infinitesimal 
portion of the cost. The finish should, insofar as 
it is practicable, be kept within the scope of the 
local craftsmen. Terrazzo and tile may prove 
rather expensive if contractor and crew come 
from distant points for a small job. Local re- 
sources in building material should be carefully 
canvassed and used to the utmost. Many a com- 
munity neglects a beautiful and attractive native 
stone to import brick across three or four states. 


These small medical centers must be planned 
for a trinity of patients, personnel, and equip- 
ment—in which each one of the three justifies 
and at the same time re-enforces the other. The 
test of these medical workshops must necessarily 
be in their operation. Are they so arranged and 
equipped that the limited personnel functions 
speedily, without fuss or feathers, in those times 
of strain that they inevitably meet? Their value 
to the communities they serve will largely depend 
on the personnel, the doctor and nurses, without 
whom the other two parts of the trinity will be 
worthless. Yet though we recognize the basic 
and fundamental importance of the personnel in 
this trinity, we must not underestimate the part 
which the other two parts, building and equip- 
ment, play in facilitating and improving the work 
of the personnel. 


Many thanks are due to my many colleagues 
whose plans illustrate this article and to many 
others who so generously sent me others that I 
could not use. The suggestions that I make about 
these plans I hope will not be construed as carp- 
ing, but rather as constructive criticism. And I 
will be the first to agree that clients and condi- 
tions being what they are the architect is not al- 
ways entirely responsible for the buildings that 
go up under his direction; often he is “more 
sinned against than sinning.” 
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City Hospital 
Clarksville, Arkansas 
E. Chester Nelson. Architect, Fort Smith, Arkansas 


Population served—Reported ___. eee 
Ree MEME Se :: ee = 
LOMEy .. .. 2. 5c: ee ll 


Reported Bed Capacity—25 Beds—Three 4-bed wards 
Four 2-bed wards 
Five 1-bed wards 


Cubic contents (with very small base- 


sb ais nna: SEBBGen A: 
Cubic contents per bed. . ... 4,480 cu. ft. 
Cost (exclusive of fees)............... $38,323.00 
Cost per cubic foot (exclusive of fees) 34 
Coe gerber... o 22. x ee 1,548.00 


I would prefer having operating and x-ray rooms on the first floor, 
leaving all of second floor for-beds. 


The operating department seems to have too many small rooms. 
Would it not be better to eliminate the nurses’ wash room and toilet and 
combine that space with the sterilizing and the workroom to make one 
good size nurses’ workroom? 
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CITY HOSPITAL, CLARKSVILLE, ARKANSAS 
E. Chester Nelson, Architect, Fort Smith, Arkansas 
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San Benito County Hospital 
Hollister, California 


Robert Stanton, Architect, Del Monte, California 


Population served—Large in area, small in population 


Bed capacity—Twenty indigent in 2-bed rooms 
Ten hospital cases in 2-bed rooms 


Cost of building (exclusive of fees)... ... . $73,000.00 
Cost per square foot 6.95 
Cost per cubic foot 49 
Cost in equipment and fees.............. 95,000.00 


This unusual combination of old peoples’ home and hospital is an 
unusual but probably logical combination in sparsely settled communi- 
ties. The covered but not enclosed passage to the old peoples’ rooms 
grouped about the patio, or garden court, tells of a mild climate. The 
detention rooms are very well located, and would also make excellent 
contagious rooms. The 2-bed rooms just get under the wire for size; 
but I wonder why the rooms for the bedridden hospital patients are 
smaller than those for the ambulant patients. I should have preferred to 
make the nursery smaller and increase the delivery room, which is now 
undersized. A truly excellent plan with an interesting exterior. 
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Artesia Hospital 


Artesia, California 


Myron Hunt @ H.C. Chambers, Architects, Los Angeles, California 


Population—City 
Orange County... 


Capacity 11 or 14 beds—Three rooms for nurses and 
a doctors’ office 


Contents ......... 90,000 cu. ft. 
Seldom do we find a combination hospital, doctors’ office, and nurses’ 
home as well arranged as this. Economy was evidently paramount here, 


as is illustrated by size of three of the 2-bed rooms, which are just large 
enough for a comfortable single bed, and by the x-ray room. 
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ARTESIA HOSPITAL, ARTESIA, CALIFORNIA 
Myron Hunt & H. C. Chambers, Architects, Los Angeles, California 
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Alamosa County Hospital 
Alamosa, Colorado 


Walter H. Simon, Architect, Denver, Colorado 


Population served—(estimated) ............ 20,000 
{30 miles west 


Nearest hospital... . )75 miles east 


Population—Town 2... . 02.00. cee 5,107 
ar iris a eee rr 8,602 
Capacity—as shown—46 beds at 80 sq. ft. per bed— 
39 beds 
Cubic contents.......... ces sweet PORROO cus he. 
Cubic contents per bed (46)......... —- 3,650 cu. ft. 
We 60 Jitétipivicin. -— as: 
ea $75,000.00 
Cost per cubic foot... eee ete hee AS 
Cost per bed (46)... ee t 
For 39 beds Nee See tre a eee 1,920.00 


An excellent plan. Especially noteworthy are the toilet rooms adjoin- 
ing every room and ward. The regrettable deviation from the 80 sq. ft. 
area assigned to the wards is offset to some extent by the addition of 
cubicles. All medical services are grouped together and nicely separated 
from the patients’ rooms. 
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ALAMOSA COUNTY HOSPITAL, ALAMOSA, COLORADO 
Walter H. Simon, Architect, Denver, Colorado 
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Bradley Memorial Hospital & Health Center 


Southington, Connecticut 


Lester Beach Scheide, Inc.. Architects, Hartford, Connecticut 


Popiietion ... 2.22.05... Loves: Sa 
Cubic contents............ -, 2... $42,000 eu. ft. 
Cost of building... .. $151,547.00 
Cost per cubic foot... 1.066 
Cost of equipment... _ 36,450.00 


An excellent combination building possible with a liberal building 
budget and a sound program of preventive medicine and public health 
work. Includes an excellently arranged 10-bed hospital on the second 
floor. 


The absence of a nursery in the upstairs hospital division will no doubt 
occasion much admiration—or criticism—of the preventive education 
downstairs. A complete job such as this illustrates the economy and 
advantages of grouping health and hospital activities. 
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BRADLEY MEMORIAL HOSPITAL & HEALTH CENTER 
SOUTHINGTON, CONNECTICUT 


Lester Beach Scheide, Inc., Architects, Hartford, Connecticut 
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R. J. Taylor Memorial Hospital 


Hawkinsville, Georgia 


Dennis &@ Dennis. Architects, Mason, Georgia 


Population served—Town .................. 2,484 
NI ote eet ote 9,005 

Capacity reported—40 beds—Negro, two 3-bed 

one 1-bed 

White, two 4-bed 

one 2-bed 

Private, 23 

Cubic comments... . oe ee re 241,000 cu. ft. 
a 6,340 cu. ft. 
Cae a as. ec eS $ 90,000.00 
Cer OE WE... i i IS 13,060.00 


etn a A ren Se 6,000.00 

$109,000.00 
Cost per cubic foot of building......... 373 
ee ers i). pe eS 2,725.00 


An attractive building. The only hospital in this group that solves the 
colored problem in the traditional southern way. The overcrowded 
negro unit could have had needed expansion if the ambulance “‘drive- 
thru” had been omitted. It would also have resulted in an enclosed con- 
nection to the operating rooms, x-ray, etc. Perhaps it would have been 
even better to interchange the colored unit with the kitchen directly 
above. The cost of excavating the unexcavated portion of the basement 
would be more than justified if the added area were used for store rooms. 
In a plan of this type the question arises whether the bed distribution 
(now twenty-two on first floor and six on second floor) might not be 
bettered if the operating and birth rooms were on the first floor—the 
larger plan—leaving the smaller second floor entirely to patients. One 
operating room haraly seems sufficient for thirty-eight beds. 
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. TAYLOR MEMORIAL HOSPITAL, HAWKINSVILLE, GEORGIA 
Dennis & Dennis, Architects, Mason, Georgia 
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St. Charles Hospital 
St. Charles, Illinois 


Armstrong, Furst & Tilton and Edward H. Fairbank 
Associated Architects, Chicago 


Population served....... 6,500 in a suburb of Chicago 
Cee on es 25 beds plus 7 nurses’ rooms : 
I Ss ee oe 300,000 cu. ft. 
Cost (including fees)............. _. .$135,000.00 
Ceeont cable fost... ... ieee: ASI 
Cost per patient bed (25)............. 5,420.00 
Cost per patient bed (32)............. 4,234.00 


Overlooking the Fox River, this excellently arranged and attractive 
hospital is now being built. 


The liberal medical service area is well arranged and grouped together 
as it should be. Few communities could justify as large a proportion of 
its total capacity (eight out of twenty-five beds) for maternity. How- 
ever, another story can be added on the rear (west) wing. Because of 
this it seems proper to include the nurses’ rooms as part of the capacity. 
The basement contains liberal store, locker, and boiler rooms and a 
40’x30’ meeting room. Operating rooms and nursery are air conditioned. 
Construction is fireproof. No rooms are planned for more than two beds, 
and nine beds of the twenty-five are in private rooms. An excellent 
arrangement that permits of maximum use of the space allotted to 
patients. 
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ST. CHARLES HOSPITAL, ST. CHARLES, ILLINOIS 





Armstrong, Furst & Tilton, and Edward H. Fairbank, Associated Architects, Chicago 
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Winthrop Community Hospital 
Winthrop, Massachusetts 


Stevens, Curtin, Mason and Riley, Architects, Boston, Massachusetts 


Population served—a suburb of Boston 


Capacity—38 Beds—Sixteen private rooms 
Three 2-bed rooms 
Four 4-bed rooms 


Cubic contents. 220,000 cu. ft. 
Cubic contents per bed 5,800 cu. ft. 
Gross floor area. 21,200 sq. ft. 
Floor area per bed 566 sq. ft. 


Cost of building (exclusive of fees)... . . . $128,600.00 
Cost per cubic foot 58 
Cost per square foot 6.09 
Cost per bed 3,400.00 
An excellent multi-story plan with fairly liberal and well arranged 
medical services. Rooms look small but are a valiant effort to meet the 
suburbanites’ ever-insistent demands for a “private room no matter 
how small.” 


The absence of store rooms is regrettable. 


HOSPITALS 








“4 
‘4 





my 


avy 


WINTHROP COMMUNITY HOSPITAL, WINTHROP, MASSACHUSETTS 
Stevens, Curtin, Mason and Riley, Architects, Boston, Massachusetts 
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Community Hospital 
Cheboygan, Michigan 


G. Harold Thompson, Architect, Mullett Lake, Michigan 


Population—Town ........ Perit -. 2. 4,923 

MN oes oe Patan eee a 11,502 
EI CERT CC TE A 34 beds 
Sines ies... kw ec ee cs we. 142,500 cu. ft. 
Cubic contents per bed.............. 4,200 cu. ft. 
Cost of building............. ,e asa e ss  RG008.00 
Cum -oer-ciiee fom... 2.5.5 on ees 56 
RTI, oo Ul ae Su eee ede 2,350.00 


An ingenious plan. The large central rotunda is not as wasteful as it 
seems, for by this means the corridors are all shortened. As the corridors 
are without any other outside light and ventilation, it might have been 
well to sacrifice some space to provide the central rotunda with an inside 
window. The plan would be greatly improved if visitors were not 
brought directly into the central rotunda—the hub of hospital activities. 
The absence of a private office is regrettable. 


Might not the nursery be reduced in size? 


Could not the operating suite be rearranged, the nurses’ workroom and 
sterilizing room combined so as to permit better working conditions? 
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COMMUNITY HOSPITAL, CHEBOYGAN, MICHIGAN 
G. Harold Thompson, Architect, Mullett Lake, Michigan 
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Mason County Hospital 
Ludington, Michigan 


Samuel Hannaford @ Sons, Architects, Cincinnati, Ohio 


Population served—Ludington............... 8,898 
NR ihc ag Sy Nia gry TK 31 beds 
EE EE Rt ee eA 228,000 cu. ft. 
re 7,360 cu. ft. 
Cost (including sterilizers and kitchen 
RS SS nhc fh oie oe oe aed $127,000.00 
Cee eee Peet... ... ee; 55S 
os hc eink on yaaa ok 4,097.00 


This very well-planned hospital is an excellent example of the multi- 
story small hospital. By placing practically all of the services on the first! 
floor, the second floor is entirely devoted to patient care. The nicely 
arranged medical service wing at the right end of the first floor deserves 
much study. Its liberal area is justified because of the provision for an 
additional story adding another twenty to thirty patients. Note the 
single locker room for doctors made possible by placing the operating 
suite on the first floor. The kitchen gobbles a part of what would be 
otherwise a part of the corridor. 


The second floor has but three private rooms—seemingly insufficient; 
easily overcome by removing one bed out of the two-bed rooms, but 
with a corresponding reduction in bed capacity. The overcrowded chil- 
dren’s (43 square feet per bed) ward is to be deplored in a plan with 
such merit as this one. The ample store and similar areas of the basement 
should prove a boon to the management. 
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MASON COUNTY HOSPITAL, LUDINGTON, MICHIGAN 
Samuel Hannaford & Sons, Architects, Cincinnati, Ohio 
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Ten-Bed Rural Hospital 
Schmidt, Garden @ Erikson, Architects, Chicago 


eee 6 8 ae. ee Pee 10 beds 
Contents (with pitched roof and a base- 

ment under half the building)...... 97,000 cu. ft. 
Comtedte per Gee... © oo ee Sees 9,700 cu. ft. 


Cost per cubic foot would range from 30 cents to 45 
cents 


The cost will depend on the kind of construction and finish, and 
building prices of the area in which the hospital is built. 


Cost per bed would be between $2,910 and $4,365. 


In the pitched roof, quarters for the necessary nursing personnel might 
be placed, making $29,000 to $44,000 the total cost of building needed 
for ten patients and nursing personnel. 


Designed for a rural community at the request of the United States 
Department of Agriculture and illustrated in their Farmers’ Bulletin No. 
1792 “Hospitals for Rural Communities.” Designed for a small village 
in a sparsely settled and none too prosperous agricultural area. 
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TEN-BED RURAL HOSPITAL 
Schmidt, Garden & Erikson, Architects, Chicago 
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Ten to Twenty-Bed Rural Hospital 
Schmidt, Garden @ Erikson, Architects, Chicago 


Primarily designed to illustrate how the 10-bed rural hospital might 
be later expanded to one of fourteen, sixteen or twenty beds as the needs 
arose, but also illustrates a sound initial hospital of the same size. Like the 
10-bed hospital, it was designed for and is illustrated in the United States 
Department of Agriculture Farmers’ Bulletin No. 1792. 


If the narrower wing at the north (right-hand end of drawing) is 
added to the original building the capacity is then fourteen beds and it 
has two operating-birth rooms. The contents is increased to 116,000 
cubic feet and the cost by $5,700 to $8,550. The cubic contents per 
bed is reduced from 9,700 cubic feet to 7,570 cubic feet per bed with 
corresponding reductions in-costs per bed. 


If the wing at the south is substituted the contents and costs are 
increased by the same amount, but six beds are gained and the cubic 
contents per bed is further reduced to 7,250 cubic feet per bed. If both 
wings are added the capacity is twenty beds with two operating rooms; 
the contents is 135,000 cubic feet and the estimated cost (at 30 cents 
and 45 cents) from $40,000 to $61,000. The contents per bed drop from 
the 9,700 cubic feet of the 10-bed hospital to 6,750, and the cost per 
bed proportionately. At 30 cents per cubic foot, the total cost is but 
$40,500, or $2,025 per bed; and at 45 cents per cubic foot the total cost 
is $61,000, or $3,050 per bed. This reduction in costs per bed is occa- 
sioned, of course, by the fact that the core of the hospital remains about 
the same whether the capacity is ten or twenty beds. 


The kitchen, locker room, store rooms, etc., the basic core, are about 
the same for ten or twenty beds, so that additional bed capacity results 
in increasing the size and hence the cost only by the actual volume neces- 
sary for housing the patients. Such reductions in costs per bed do not 
follow with increased capacity, for as the hospital increases the need for 
greater “core” area ordinarily increases even more rapidly. 
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TEN TO TWENTY-BED RURAL HOSPITAL 
Schmidt, Garden & Erikson, Architects, Chicago 
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Extensible Twenty-four Bed Medical Center 
Schmidt, Garden @ Erikson. Architects, Chicago 


Designed to illustrate a somewhat more liberal space assignment than 
the 10 to 20-bed one designed by the same architects. It has provision 
for easy expansion in bed capacity and medical services, and for the 
addition of public health headquarters or doctors’ offices. 


The cubic contents is 170,000 cubic feet (with a flat roof) if the 
nurses’ quarters on the second floor are omitted. The contents per bed 
is 7,080 cubic feet. 


The costs would probably be between $60,000 and $90,000 ($2,500 
to $3,540 per bed). If the second floor were added for personnel quarters 
(as shown on the sketch of the exterior) the cost would be increased by 
$15,000 to $22,000. It would house from ten to fifteen people. The 
total cost then would be between $75,000 and $112,000. 


The diagram illustrates how readily the building can be enlarged to 
meet the need for additional medical services, doctors’ offices, public 
health center or additional patients should they develop. 


In planning these small hospitals the probable necessity for small 
additions in the future must not be overlooked. 
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EXTENSIBLE TWENTY-FOUR BED MEDICAL CENTER 
Schmidt, Garden & Erikson, Architects, Chicago 
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Twenty-Bed Rural Hospital 
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Schmidt. Garden @ Erikson. Architects, Chicago 
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Capacity... bee cag RAL Ree aa 20 beds 
Comms .... «ss. Rea Se ae 188,000 cu. ft. 
Contents per bed... «ii en ews. 9,400 cu. ft. 


Depending on construction, finish and building cost level, the cost 
will be from $56,000 to $84,000 or on an average of $2,800 to $4,200 per 
bed. The attic can be used for nurses’ and others’ quarters. 


Designed for the ““Farmers’ Bulletin No. 1792.” This one begins with 
twenty beds but can be readily enlarged to forty beds. 
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Business Principles in Hospital Management 


CHARLES F. WILINSKY, M.D. 


before an audience thoroughly trained in the 

technique of hospital accounting and make 
claim to any particular ability to contribute any- 
thing to the sum total of their knowledge in their 
chosen field. The occasion, however, is most op- 
portune for the expression of appreciation of the 
very valuable contributions made by the Confer- 
ence on Hospital Accounting and its sponsor, the 
United Hospital Fund, to the whole subject of 
hospital accounting, in research and fact finding 
in hospital management, and to the leadership of 
the Fund in the raising and distribution of large 
sums of money to New York hospitals. 


l' would, indeed, be presumptuous to appear 


Historically hospitals have evolved, as you 
know, from places of refuge for the weary trav- 
eler, the poor, and the homeless ill, to their pres- 
ent conception of most fitting environments for 
the scientific care of the sick. In this evolutionary 
process over a period of many years, service to 
patients has undeniably outdistanced the interest 
of those responsible for hospitals and hospital 
management in the so-called business aspect of 
their institutions. 


Hospitals Represent an Enormous Investment 
of Capital 


Idealists associated with the hospital field, and 
imbued in a marked degree with the milk of hu- 
man kindness may raise the question, “Why 
business principles in hospital management?” The 
answer can be found in the realization of the tre- 
mendous investment in this field, the enormous 
size of the organization, and the tremendous vol- 
ume of service rendered by the hospitals of 
America. The investment in our hospitals of 
about three and one-half billions of dollars is ex- 
ceeded only by the total investment in foods, 
textiles, steels, chemicals, and possibly the auto- 
motive industry. 


More than three-quarters of a billion dollars is 
expended annually for the maintenance of the 
approximately 6,000 hospitals in this country. 


—. 


Read before the New York Conference on Hospital Accounting, 
—s a ~ United Hospital Fund of New York, on De- 
er oa, 2 
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About a million people are employed, and almost 
one million beds utilized for the hospitalization 
of our men, women and children. Millions of peo- 
ple are served annually in the beds of hospitals, 
in out-patient departments, clinics and dispen- 
saries. It is unimportant for the purpose of this 
paper to go deeply into detail as to the varying 
types of hospitals, whether they be acute, chronic, 
special, or general, or to comment in detail as to 
the sources of their support, whether it be from 
tax funds, or the voluntary charitable hospital 
type of support from private philanthropy, or be 
they proprietary hospitals organized for profit. 


Hospital Deficits 


On very frequent occasions, so-called “hard- 
boiled” business men serving as directors on hos- 
pital boards, or actual, or potential contributors 
towards the support of hospitals, have challenged 
existing hospital deficits, and frequently urged the 
adoption of what they believe to be more business- 
like principles. The very existence of a so-called 
deficit, justifiably incurred in the care of patients, 
has often been erroneously interpreted as the re- 
sult of unsatisfactory management. Those of us 
who are engaged in hospital administration chal- 
lenge the ability of the most able of business men 
to lessen in any marked degree these justifiable de- 
ficits incurred in the rendering of free service to 
so large a proportion of the total number of 
people served, and in the conduction of other ac- 
cepted hospital functions. The challenging 
thought is the constantly increasing need for the 
exercise of certain established business principles 
in the field of hospital management, consistent 
with the satisfactory care of the patient and 
with the performance of other accepted hospital 
activities. 


The enlargement of the American hospital 
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structure in little over one-half a century from 
about 600 hospitals to its present most preten- 
tious size, as well as the enormous volume of free 
service rendered, made possible through private 
philanthropy or tax funds, is evidence of the con- 
tinued interest and the tremendous financial sup- 
port of the American people, as well as of the 
increasing realization of the advantages of medi- 
cal care rendered within hospital walls. The hos- 
pital of today is, indeed, what it has been so aptly 
characterized, “the workshop of the medical pro- 
fession.” 


The advantages of qualified personnel, includ- 
ing physicians, nurses and technicians, the avail- 
ability of group judgment, the laboratory, the 
x-ray, the electrocardiograph, the well-equipped 
operating room, and other essential facilities, have 
all played a valuable part in combating illness, 
and in the reduction of mortality. It is fitting 
at this time to call attention to the fact that the 
average duration of the hospital stay has been 
cut in two within a comparatively short time, and 
that deaths within hospital walls have been mate- 
rially lessened. 


High Principles of Business Management 


In spite of depressions, which some economists 
have defined as a part of business cycles, it is 
quite agreed that nowhere, as in the United States, 
has business produced through its evolution 
management principles of such high quality. The 
very greatness of our industries has been built 
upon the solid foundation of sound management. 
It is not implied that American business has not 
made occasional mistakes or failed to indulge in 
sharp practices, but rather that, by and large, 
sound rules have been evolved, tested, found of 
value, and put into practice. 


In a certain sense one would like to dispense 
with the use of the word “business” in connection 
with hospitals. While it is properly appreciated 
that the primary hospital objective, which is the 
care of the sick, justifies its position within the 
realm of professional endeavor, it must be equally 
recognized that business principles must govern 
its management, if standards are to be main- 
tained, economy promoted, and efficiency fostered. 
We must not overlook the most important fact 
that efficiency in medical care within hospital 
walls calls for the integration of the essential 
professional services conducive to satisfactory 
medical care with those other activities which 
provide for the physical and mental comfort of 
the patient. In the latter group we may include 
the contribution of the dietary department, the 
housekeeper, the laundry, the maintenance depart- 
ment, etc. To the interrelation of these activities 
with those of the physicians and surgeons and 
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nurses must also be added those supplementary 
diagnostic services upon which the medical pro- 
fession depends for the accuracy of diagnosis, 
Medicine has evolved from a period when the eye 
and the ear were our main diagnostic weapons, 
and while these necessary functions have not lost 
their power of value, they are supplemented today 
by those laboratory procedures which medical 
science has proved to be of invaluable aid, and 
which have removed diagnosis from the hit and 
miss method of the past to the present period of 
reasonable accuracy. It would be hard, indeed, 
to deprive the qualified clinician of today of the 
facilities of the x-ray, the electrocardiogram, the 
basal metabolism test, the clinical and pathologi- 
cal laboratories, etc. Their value has been proven 
in the crucible of experience. The multiplicity of 
these services, considered necessary for adequate 
hospital care, coupled with the varied and usually 
considerable number of different individuals in- 
volved in the performance, the essential equip- 
ment, and the supplies needed, have all called for 
the exercise of sound business principles. 


Increasing Costs of Hospital and Medical 
Service 


As medicine has progressed, it has become more 
expensive, and we face today continued verbal and 
written barrages emphasizing the high cost of 
medical care, the pointing out of the inability of 
the public to pay for adequate medical service, 
as well as hospital care, etc. With money harder 
to get and the public less able to pay, there has 
come into being a more crying need than ever 
before for the promotion of every possible ap- 
proved business method for the practice of every 
possible economy in the field of hospital manage- 
ment. Up to a decade ago about two hundred 
million dollars was expended annually for hospi- 
tal construction and enlargement. That sum has 
been materially lessened in recent years, and 
contributions from legacies, bequests, and dona- 
tions have been on a marked decrease. Surveys, 
on the other hand, of our unemployed population 
have revealed the existing relationship between 
poverty and illness. Unemployment has _ been 
found to be an important factor not only in the 
increase of illness but also, of course, in a marked 
increase of those unable to pay for medical and 
hospital care. American hospitals find themselves, 
therefore, faced with diminshed incomes from 
former generous supporters, as well as with in- 
creased demands for free service. With this 
difficult and perplexing situation confronting the 
hospital world, we are faced with the problem of 
determining the possible source of necessary 
increased income, or, perhaps, the unfortunate 
alternative of reduction in the volume of free 
service rendered, and also as to what may be done 
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towards the furtherance of greater economy and 
efficiency. 
Hospital Endowments 


At the height of the most flourishing period in 
the financial life of America the total endowments 
of hospitals were a little over four hundred mil- 
lions of dollars, this representing about one-for- 
tieth of the amount needed to meet the demands 
for free care. On analysis, it was found, too, that 
the above-mentioned endowments were limited to 
a comparatively small number of hospitals as com- 
pared with the total. Unfortunately, this picture 
has not improved but has become worse. 


No one should quarrel for a moment with the 
principle that diminished incomes and increasing 
demands for free service call for the exercise of 
every possible measure which will make the hos- 
pital dollar obtain maximum results consistent 
with good service. Certainly the executive direc- 
tor, who is in every sense the business manager 
of the institution, now more than ever, finds him- 
self confronted with the need for the constant 
application of sound business principles. 


What Is the Hospital’s Business? 

The hospital’s business is to sell, or as is so fre- 
quently done in a generous proportion, give away 
hospital care. To argue that hospitals must not 
be compared with business institutions because 
the latter group is better able to control risks 
than the hospital can, is fallacious. Granted that 
the risks are greater in the hospital field, it does 
not follow that efficient business methods may not 
be applied, these methods not to overshadow for 
amoment the accepted objectives of the hospital. 
It does not follow that expenditures should not 
be soundly controlled, that buying should not be 
in keeping with sound methods, that disburse- 
ments should not be subject to proper regulation 
and control, that costs should not be known, and 
that reliable statistics should not be assembled. 
It is difficult to visualize how the exercise of 
proper business principles needs to conflict with, 
or lessen the quality or the volume of free care 
rendered. It would rather seem logical to conclude 
that the promotion of efficient management, of 
which economy is a most important component, 
would make available funds which could be util- 
ized for more or better service. 


I have a mindfulness of the very many in- 
stances which have been used by writers and 
Speakers on the subject of hospital administra- 
tion to draw comparisons between hospitals and 
hotels. It is undeniably true that there is a 
marked similarity between these two types of 
Institutions up to a certain point. Hospitals re- 
ceive and admit patients. Hotels receive and 


admit guests. Hospitals and hotels have main- 





February, 1940 


tenance problems, housekeeping, dietary responsi- 
bilities, and satisfactory public relations to main- 
tain. Beyond that point, hospitals not only have 
the responsibility for the integration of the serv- 
ices already mentioned with those professional 
services which make for good hospital care, but 
also face the dilemma of dealing with sick people 
who are not at their best, as well as to contend 
with worried and harassed relatives and friends. 


Hospitals’ Public Relations and Good Business 
Technique 


Some of us are familiar with the accomplish- 
ments of the Boomers, the Statlers, Ralph Hitz, 
and other giants in the hotel field, and appreciate 
that their success is the story of the application 
of business principles in hotel management. As 
these sound principles were applied, so the repu- 
tation of these hotels grew. When we go to a 
hotel we expect more than just a room. We ex- 
pect courtesy, attention, and atmosphere. So in 
the hospital, the courtesy shown at the reception 
desk and in the admitting office is demonstration 
of sound public relations and the application of 
good business technique. The clean room, well- 
prepared food, satisfactory nursing—all play a 
part in selling the hospital to the worried patient 
and his family. 


The business man sells certain products in his 
field. Hospitals sell hospital service. To sell this 
in maximum quantity, consistent with available 
facilities, is the objective we must always keep 
before us, since we must remember that a very 
large proportion of hospital income is derived 
from private and semi-private patients. To ren- 
der these services satisfactorily, qualified person- 
nel must be employed, and their efforts integrated. 
This calls for the skill of the personnel manager 
in large institutions, and of the ones charged with 
this responsibility in smaller ones. 


Thousands of items in the field of necessary 
hospital supplies must be purchased, issued, and 
used with a mindfulness of economy, control, and 
efficiency. Various economies must be promoted, 
inventories kept, accurate statistics assembled, 
and a constant knowledge of accurate costs main- 
tained, since the latter must serve as a guide to 
charges, as well as expenditures. If we are to 
budget, we must know how much we have to 
spend, what we are going to spend it on, and 
how to spend it most wisely. 


As already pointed out, tax funds and generous 
donors have made possible the maintenance of a 
large proportion of hospital care for the under- 
privileged. Certainly those who gave and con- 
tinue to give have a right to know not only how 
the money was spent, but whether there was an 
adequate return in community service in justifi- 
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cation of their generosity. What has been the 
value of the free care rendered? The correct 
answer calls for the knowledge of a proper method 
of ‘computation, and the compilation of accurate 
figures in readable form. 


The Values of a Good Accounting System 


To the hospital administrator a proper account- 
ing system is a necessary business method by 
which he can determine many essential facts, 
with which he should be constantly familiar. It 
will acquaint him with the volume of service be- 
ing rendered by the institution. It will give him 
a picture of the sources and volume of his income. 
He will have a knowledge of the volume of his ex- 
penditures, making possible necessary compari- 
sons with income. He will be able to analyze his 
costs and to know what departments are operated 
at a profit and what at a loss, thereby being able, 
if it be expedient, to make necessary adjustments. 


Since almost as much is spent for supplies as 
for wages and salaries, particular consideration 
should be given to the importance of sound pur- 
chasing principles. While occasional advantages 
may ensue because of the technical knowledge 
of a particular head of a department, when mer- 
chandise is bought by that person, a strong brief 
is advanced for centralized purchasing. This may 
frequently be done best by a consultation between 
the purchasing agent and the department head, 
since meeting of minds can make for harmony 
and the obtainment of satisfactory results. Fre- 
quent attention is called to the advantages of 
the dietitian in connection with the purchasing 
of dietary supplies, and that of the pharmacist 
in connection with drugs. It is quite possible to 
allow certain delegated authority to be vested in 
these individuals working in harmony with the 
purchasing agent. While it is important to allow 
for such occasional variations in the purchasing 
procedure as will assure the cooperation and as- 
sistance of the department head best qualified to 
play a part in the selection of supplies, the ulti- 
mate responsibility for purchasing should rest 
with the designated person charged with pur- 
chasing authority. 


Purchase and Issuance of Hospital Supplies 
Except in those rare instances where it is im- 
possible to buy on bids because of the control of a 


necessary product, or commodity, by one firm, 
hospital supplies should be purchased on bids 


obtained from several recognized sources. The 


determining factors should be quality, price, and 
reliability, and one cannot overemphasize the 
importance of trading with reliable firms. 


Perpetual inventory serves not only to show 
what the hospital bought, but also is a guide to 
what has been dispensed, and what is on hand. 
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It serves a useful function in the control of su5- 
plies, and is a barometer for future purchases aiid 
needs. Periodic physical inventories show 
whether the supplies on hand check with 
what we find as evident from our stock card 
records. 


Supplies should be issued periodically on requi- 
sitions approved by the proper authority. Emer- 
gency requisitions should be discouraged except 
in the rare instance of a real emergency. 


The maintenance of the accrual method of ac- 
counting as against the cash method is progres- 
sive business, since we are familiar with the fact 
that business has shied away from the former 
cash method to the accrual method, by which 
income may be determined when earned rather 
than when collected, and expense determined 
when incurred and not when paid. 


No Perfect Formula for Collection of Accounts 


The collection of accounts deserves serious and 
most thoughtful consideration. We must confess 
the lack of any perfect formula. No matter how 
earnest the effort, there may be abuse by the 


patient or faulty handling of the problem by the 


representative of the hospital. It calls for the 
skill and vision of the admitting officer, in order 
that the patient may be properly rated. It calls 
for tact, sympathy, and yet reasonable firmness, 
particularly in connection with the collection ef- 
fort from the private and semi-private patient. 
Certainly when an element of financial doubt ex- 
ists in connection with the admission of the latter 
group, efforts should be made to guide that type 
of patient in accordance with his apparent finan- 
cial resources to, perhaps, less expensive accom- 
modation. We must recognize that insufficient col- 
lection efforts will produce losses and that too 
strong efforts may cause enmity. A middle of the 
road should be sought, and both the hospital’s in- 
terest and the patient’s interest kept in mind. 


Uniform Hospital Accounting 


Considerable thought has been given the sub- 
ject of uniform hospital accounting. Industry 
and commerce have found uniform accounting of 
inestimable value. While it may be argued that 
such complete accounting in the instance of hos- 
pitals may entail additional effort, it is important 
to remember that it has been found to pay divi- 
dends in the commercial world. It has been ar- 
gued, too, that since hospital services are not 
uniform as distinguished between one hospital 
and another, it is therefore difficult to compare 
costs. While this is in a marked degree true, it 
does not offset the distinct advantages which will 
come about from a better and larger knowledge 
of costs and possible comparisons with other in- 
stitutions. A true picture of departmental costs 
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makes possible comparisons with similar depart- 
mental costs in other recognized hospitals and 
also makes possible comparisons for similar pe- 
riods in the same institution. Uniform hospital 
accounting will make for the release of more 
accurate statistics in connection with hospital 
services, and give the public a better picture of 
the performance of the institutions in this field. 


Charging off for depreciation, so ably presented 
by William A. Dawson in a recent issue of HOS- 
PITALS, is a recognized business principle. 
Whether we are afraid to include it in our oper- 
ating costs because of the effect on the morale 
of the board, on the community, or on donors, we 
nevertheless find it difficult to argue against its 
soundness as a business principle. 


One can, perhaps, best pay tribute to the im- 
portance and significance of a sound accounting 
system in a hospital, and to the personnel of that 
department, by presenting briefly a picture of 
what the executive director needs to obtain in the 
way of information from that source. 


The Hospital, the Executive and His Accountant 


The executive director must look to his account- 
ant for the efficient recording of income and 
expense, the collection of receipts, for a well-pre- 
pared balance sheet, properly tabulated resources 
and liabilities, for the assembling of necessary sta- 
tistical information, for assistance in the prepara- 
tion of an accurate budget, for an accurate picture 
of departmental income and expenditures, the 
keeping of inventory figures, the setting up of pe- 
riodic statements for the benefit not only of the 
director, but the board of the hospital as well. 


These are but a few of the many important facts 
and figures which the executive director needs to 
draw on for the furtherance of his necessary 
knowledge as to the status of the institution 
which he directs. 


Those who speak authoritatively for the Ameri- 
can Hospital Association—the parent body of our 
hospitals—have very properly emphasized the 
true importance of accurate accounting as an 
essential component in sound hospital manage- 
ment. They have, indeed, wisely stressed that the 
administrator is to leave accounting “to his book- 
keeper,” but rather make it very much one of his 
essential interests in the field of hospital admin- 
istration. 


I would be unmindful, indeed, of the important 
contribution made by administrators to the prog- 
ress of American hospitals, if I failed to pay 
tribute to them for their ability, loyalty, and 
constant devotion. The purpose of this paper is 
not to create the impression of any failure on the 
part of many hospital superintendents to carry on 
the soundest of business principles in the manage- 
ment of their institutions. It is rather an appre- 
ciation of the need for an increasing interest by 
all hospital administrators in the furtherance of 
accepted business principles, with particular em- 
phasis on sound and more uniform hospital ac- 
counting. I should also like to pay tribute to the 
important part played by the well-trained hospital 
accountant, and willingly acknowledge the need 
for his assistance and cooperation to the end that 
the hospital may be an even more businesslike 
institution, and consequently able in a greater 
measure to serve the American people. 
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Silver Jubilee Convention of the Catholic Hospital Association 


The Catholic Hospital Association of the United 
States and Canada will hold its Silver Jubilee Con- 
vention at the Municipal Auditorium, St. Louis, 
Missouri, June 17 to 21, under the patronage and 
by the invitation of His Excellency, The Most Rev- 


erend John Joseph Glennon, S.T.D., Archbishop of 
St. Louis. 


Probably no association in the hospital or any 
other field can review twenty-five years of worth 
While accomplishments with greater satisfaction 
than the Catholic Hospital Association of the 
aha States and Canada. Always under able 
eng with a sound and conservative board of 
Trustees, the Association, by precept and example, 
has made an outstanding contribution to the de- 


velopment of good hospital service on this con- 
tinent. 
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The entire hospital field congratulates this As- 
sociation on its Silver Jubilee. It unites in its ap- 
preciation of the work which the Catholic hospitals 
have done in the care of the sick without distinc- 
tion of race, creed, or color, or of the economic 
status of the patients admitted to their wards. It 
unites, too, in the certainty that the Silver J ubilee 
Convention will be the largest and best attended 
in its history, and that its value will be greater 
than those of any other of its fine conventions 
since the Association was organized twenty-five 
years ago. 


The hospital field, in conveying its congratula- 
tions, expresses the hope that the Catholic Hospi- 
tal Association will grow and prosper during the 
next twenty-five years as it has grown and pros- 
pered in the first twenty-five years of its operation. 
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Hospitals and Governments 


CLAUDE W. MUNGER, M.D. 


Utopia it would be if one could have a 

chance, for once, to concentrate upon hos- 
pital administration to the complete exclusion of 
other considerations—letting even government do 
what it jolly well pleased, at Washington, Ottawa, 
or elsewhere? Nothing to interrupt one’s proz- 
ress toward the perfectly administered hospital, a 
chance to get really close to one’s Board and in- 
form it completely upon the hospital’s needs, op- 
portunity to cooperate with the staff in betterment 
of patient-care—those and a dozen other blessings 
would surely accrue in such a happy situation were 
it not that dear government, in the meantime, may 
have neatly surrounded us with enough laws, rul- 
ings, interpretations and health plans to make it 
impossible to have a hospital, let alone admin- 
ister it. 


fi you ever stopped to consider what a 


As one acquires experience in our field, and I 
daresay in any other, one is both amused and irri- 
tated that the majority of legislative questions 
have a way of never getting settled and, if appar- 
ently interred after some magnificent fight before 
the law makers, of bobbing uv» again at some un- 
predictable time and place. This observer, having 
worked in different states, has had to rush fran- 
tically to Madison, to Lansing, to Albany, and to 
Washington, years apart, to help his colleagues 
combat the same “burning” issue which, when suc- 
cessfully combated, did not seem to realize it and, 
like the cat, soon came back. 


It is pleasant to dream of a millennial situation 
with no fomenting changes in the social order, no 
unwise or unprincipled politicians, and with spon- 
taneous support and understanding of hospitals 
by everyone, but we know of course that reality is 
starkly different. 


Hospitals Must Change with the Times or 
Be Changed 


The world is always on the move. Our institu- 
tions must be sufficiently adaptable and resource- 
ful to move with it or be lost in the continual shuf- 
fle of events. It takes human beings, and hospi- 
tals too, an inordinately long time to realize that 
they must change with the times or be changed. 
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In a changing world, gauged to political and com- 
mercial ambition, mere altruism would soon be 
submerged were it not championed and constantly 
defended. It “hurts our feelings” that this is so. 
However, we should be willing for our institutions 
to stand before the bar of informal public opinion 
all of the time. If we see to it that public opinion 
is based upon the facts of our work and that that 
work is as good as we can make it, we have done 
our part. This is not too regrettable. A supine 
public attitude toward hospitals and an overreadi- 
ness to support them might allow hospitals to 
wander into policies and procedures which would 
not necessarily provide the public with the service 
which it needs. 


We Need to Lead Rather Than Follow in 
Legislative Action Affecting Hospitals 


Once we fully realize that right is not might, 
even in our own field of good works, we do well to 
acknowledge the realities of our situation and go 
forth to battle whenever our services to the public 
health and welfare are threatened. 


The tendency of this Association and in many 
similar groups in this country has been to “watch” 
government to see what it will do in relation to our 
particular activity. If government proposes to 
do something helpful, we will usually endorse it 
heartily. If government threatens us, we raise a 
loud outcry and exert our efforts to defeat the 
detrimental proposal. This is all very right and 
natural but, in our governmental relations par- 
ticularly in our interest in legislation, I believe we 
should adopt a more positive attitude. There is 
real need for our hospitals to undertake, seriously, 
to shape governmental actions as nearly as possi- 
ble to meet our justifiable needs. No one knows 
better than we what will help and what will hurt 
hospital care for the sick and injured, and for that 
reason we need, progressively, to get in at the 
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inception of legislation. I believe that we are mak- 
ing progress in this direction but that we still 
have far to go. 


In spite of constant legislative threats to the 
security of our work, we have come through 
pretty well so far. We, in cooperation with 
other associations, have been able to delay 
for at least another year the enactment of a 
law establishing a poorly-conceived national 
health program. Many of us are willing to 
admit that some sort of a national health program 
is desirable and probably inevitable. If only we 
could have been headed by the framers of the 
Wagner Act, in advance of its introduction, it is 
quite possible that a national health program 
might already be establishing itself and in a man- 
ner to help our hospitals do better work for the 
sick. In this one instance, we did attempt to get 
in at the beginning of things through our ap- 
pearance before the Interdepartmental Committee 
last November. It is not entirely the fault of the 
various professional organizations who advised 
the Interdepartmental Committee, that their ad- 
vice was not followed in the actual writing of the 
Bill which, it would seem, must have been drafted 
with little reference to the wealth of material col- 
lected by the aforesaid Committee. However, 
with better coverage at the national capital, this 
and other associations might have been able to 
secure more consideration of the Interdepartmen- 
tal Committee’s studies by the actual drafters of 
the Wagner Act. 


Guarding the Hospital Dollar 


In a previous year and again this year the 
threat that voluntary hospitals would have to 
spend millions in insuring the social security of 
their employees, has been postponed. However, 
we cannot be entirely happy about this because it 
still leaves us with the very pressing problem of 
working out some alternative plan for the welfare 
of our employees. If a program of real education 
of the public and our legislators, in the peculiar 
problems of hospitals, had been started ten years 
ago, it might have enabled our representatives 
to induce the legislators to establish a sound em- 
ployee retirement plan which would still be within 
our means. 


Almost all of us can look backward at the previ- 
ous World War and at the depression which fol- 
lowed it, seeing, indeed, a sorry picture, and re- 
calling the new difficulties which have come with 
each succeeding year since. If we look ahead, 
Wwe see possible years of war abroad and we know 
that whether the country we are in participates 
directly, or not, we shall have the gravest sort of 
Problems to meet in discharging our duties to 
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those who need our service. We naturally wonder 
what our own governments may directly have in 
store for us and what effects the actions of other 
governments may have upon our countries and 
our hospitals. We ought to be a little more intel- 
ligent about it all than we were twenty-five years 
ago. Let us hope that we have learned enough 
to enable us to prepare in advance for inevitable 
difficulties and, possibly, to ward off some of the 
avoidable ones. 


In the United States at least, some see the pos- 
sibility of an artificial and undoubtedly perilous 
war prosperity. We now know that even if this 
should occur it is merely tending to store up 
troubles for us for the future and that we should 
not, again, be imprudent enough to believe that 
“good times” can never end. It is opportune now 
for us to recall our difficulties during the last war. 
We have not forgotten our government’s elaborate 
provisions for disabled veterans at a time when 
there were thousands of vacant beds in civilian 
institutions. Canadian hospital groups are un- 
doubtedly thinking of these things and are, I ven- 
ture to hope, already laying plans for full use of 
existing facilities prior to the creation of new 
ones. 


On both sides of the border we will need to keep 
a weather eye upon what happens in relation to 
the cost of those things for which hospital’s 
dollars are spent. One would believe that coun- 
tries, nowadays, have better machinery for regu- 
lating the supply of these essentials both as re- 
lates to purchasable commodities and the personal 
service of individuals. Already, in the United 
States, the government has interested itself in 
the prices of commodities and has declared its 
opposition to profiteering. Hospital organizations 
both national and local will need to watch these 
things closely and to exert their utmost influence 
toward their rational handling. If hospital costs 
go up, as seems most likely, we need worry little 
about the patient still able to pay his way at the 
increased rates which would result. We will need 
to worry about those unfortunate sick who can 
pay only part of the cost of their care or who can 
pay nothing. If costs increase, hospitals which 
depend upon endowments to finance their char- 
itable efforts will not, I think, find concomitant 
increases in endowment income to meet the added 
expense. Therefore, it will be necessary either 
to collect more money directly from the public to 
maintain the necessary volume of charitable serv- 
ice in voluntary hospitals, or government subsidies 
of charitable work will need to be sought. These 
problems bid fair to be grave and it is predicted 
that in our relations with government the in- 
genuity of our Association and those who guide 
it will be taxed to the utmost. 
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Specific Activities of the American Hospital 
Association in Its Government Relations 


I have generalized enough about the past and 
have I hope been sufficiently lugubrious about the 
future. Let us now turn to a discussion of some 
of the specific activities of this Association in its 
government relations. 


National Health Bill—We have already men- 
tioned the National Health Bill which was the 
most important matter with which the Joint Com- 
mittee and Council on Government Relations had 
to deal during the past year. It seems quite cer- 
tain that this Bill will be reported out of Commit- 
tee during 1940, probably in extensively amended 
form. Those of you who are especially interested 
will find the matter discussed in the printed re- 
port of the Council on Government Relations and 
are advised to read the Association’s bulletin, 
“The Case of the Hospitals in Relation to the Na- 
tional Health Program.” 


Social Security Act—Extensive amendments to 
the Social Security Act were passed at the last 
session of the United States Congress and, as said 
above, charitable organizations are still exempt 
from the provisions of the Act. Briefs were pre- 
pared and presented upon behalf of the Associa- 
tion in appropriate Committees of the House of 
Representatives and the Senate, respectively. Our 
attempt to have interns and student nurses of 
all hospitais exempted from the provisions of the 
Act was successful. Our attempt to secure a pro- 
vision which would make hospital participation in 
old age assistance features optional, was not suc- 
cessful. We should continue to work for a suit- 
able provision. Association Headquarters has 
studied private insurance plans for employee re- 
tirement and finds them more expensive for bene- 
fits accruing to employees, than the Government 
plan. 


Lien and Licensing Laws—The report of the 
Council on Government Relations also relates the 
activities of that Council in the formulation of 
suggested material for inclusion in Lien and Li- 
censing laws for states and provinces. It is hoped 
that this material, soon to be issued, will be freely 
consulted by groups interested in the promulga- 
tion of such laws. We have increasing reason 


to combat growing tendencies toward the taxa’ ion 
of the property of charitable organizations. We 
should devote full effort toward securing {air 
payment to hospitals for the care of the indigent. 


‘While we should never for an. instant demand the 


assistance of public funds to the extent of seem- 
ing to lose our status as voluntary charities de- 
pending upon private philanthropy, we are justi- 
fied in insisting upon governmental aid with ac- 
knowledged public charges. 


Providing Aid for the Indigent Sick 


Should there be a temporary prosperous period 
in the United States, the Association must not, 
through temporary lessening of the present ten- 
sion, lose sight of the probable permanency of our 
need of public aid in caring for the indigent. In- 
deed, if unemployment should decrease and public 
welfare expenses be generally alleviated, it might 
be the very best time to get “upon the books’”’ laws 
providing for aid to the indigent sick. Such would 
doubtless stand us in good stead in the next, and 
probably inevitable depression. 


Summary 


What is to be the eventual fate of the voluntary 
hospital—as the result of the rigors of the ab- 
normal years which are behind us and of unknown 
situations ahead? No one can say, but I am hope- 
ful about the end result. The defeat, unless re- 
versed, of the case against the American Medical 
Association and the initial failure of the Wagner 
Act are reasonably hopeful signs that there is 
still public respect and recognition of the medical 
institutions with which we have grown up. To 
be sure, we are having to fight every inch of our 
way, protecting what we believe to be the pre- 
ferred manner of caring for the country’s sick. 
Thus far, I do not see why we should be unduly 
discouraged. The fact that we have gone through 
so many difficulties and are still essentially intact 
is in itself encouraging. If we continue and aug- 
ment our efforts, we may well in the end reach a 
tenable situation whereby the conduct of volun- 
tary philanthropic enterprise, the private practice 
of medicine and the expenditure, toward the same 
ends, of large sums of public monies, can all pro- 
ceed in a reasonably peaceful and cooperative 
manner. 
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The Subsidiary Worker in the Nursing Care 
of the Sick 


MARY ELLEN MANLEY, M.A., R.N. 


to supplement the service of the graduate 

nurse in the care of the sick, and the neces- 
sity of using professionally trained nurses more 
selectively and effectively are matters of consid- 
erable concern to those responsible for providing 
quality nursing to the increasing numbers of per- 
sons requiring nursing care. 


Ts training and use of the subsidiary worker 


Attempts have been made from time to time to 
ascertain community needs in nursing services, 
skilled and less skilled. Many proposals have been 
made to supply these needs at the price available, 
through hourly nursing, housekeeping aid service, 
visiting nurse service, etc., but there is still lack- 
ing a comprehensive plan representing, first, a 
determination of the amount and type of service 
needed; second, an organized effort to use avail- 
able nurse power most economically; and third, 
plans to prepare groups to fill the gaps. 


This discussion refers to the effort to use avail- 
able nurse power more effectively and a plan to 
supply in part deficiencies—specifically, the train- 
ing and use of hospital attendants or practical 
nurses. The terms practical nurse, subsidiary 
worker, and hospital attendant will be used inter- 
changeably in this paper. 


The training of pupil practical nurses in certain 
nursing skills and clinical experiences is predicated 
on the assumption that practical nurses will be 
used in such services. 


Areas which seem to be especially suitable for 
practical nurse services are in the care of the aged, 
of the tuberculous, of patients suffering from non- 
acute cancer, neurological conditions, chronic 
heart disease, chronic arthritis, diabetes, chronic 
hephritis, convalescent and mildly ill patients suf- 
fering from colds and grippe, and the care of chil- 
dren mildly ill or convalescent, such care including 
—__—_, entertainment and occupation of pa- 
lents. 
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History 


The history of the subsidiary worker in New 
York State is probably similar to experiences in 
other states. Briefly it may be represented as 
follows: 


For many years volunteer lay groups have 
maintained courses for practical nurses. These 
courses were usually of three months’ duration 
and were sometimes carried supplemental to the 
regular occupation. Groups thus trained were 
augmented by others who gained experience in 
devious ways, oftentimes without much guidance. 
There were no pre-requisites or policies to restrict 
the practice of these groups. Even correspond- 
ence courses flourished. In hospitals these groups 
worked under supervision which safeguarded pa- 
tient care, but in the homes there was the ever- 
present danger of the practical nurse rendering 
service to sick patients for which she was wholly 
unprepared. Graduates of these organized and 
unorganized courses, irrespective of the inade- 
quacy of their preparation, set themselves up to 
practice nursing for hire. 


Legislative Control in New York State 


A survey of nursing conditions in New York 
State in 1935 revealed discrepancies between the 
apparent need for nursing services and the amount 
supplied. There were some 42,000 unclassified 
nurses practicing, many with little or no prepara- 
tion. Results of this survey stimulated a legis- 
lative program which resulted in the Feld Todd 
Act providing licensure and control of all who 
nurse for hire either as registered professional 
nurses or as practical nurses. 


Hence it is impossible to divorce a discussion of 
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the training and use of the subsidiary worker in 
New York State from the restrictions imposed by 
the law. 


This law materially affects hospital nursing in 
relation to the use of subsidiary workers. Sub- 
sidiary workers performing duties directly con- 
cerned with care of patients, not already qualified 
for the practical nurse licenses by previous train- 
ing and experience, must in the future have had 
a course of training approved by the Department 
of Education of New York State. 


A person entering the field of practical nursing 
after July 1, 1938, must be twenty years of age 
and of good moral character, a citizen of the 
United States, an eighth grade graduate, a grad- 
uate holding a certificate from a school for the 
training of practical nurses approved by the State 
Department of Education, and be able to pass a 
State Board examination. 


Operating Arrangements 


Affiliation with Voluntary Organization. An- 
ticipating the need for practical nurses under this 
new law, the Department of Hospitals entered into 
a cooperative arrangement with three Y.W.C.A. 
branches, whereby practical nurse pupils receive 
six months’ clinical experience in seven institu- 
tions of the Department after completing a three 
months’ theoretical course in the Y.W.C.A. The 
background of long experience in training prac- 
tical nurses in New York City makes the Y.W. 
C.A. a logical organization to initiate these pro- 
grams. 


The responsibility for the selection, graduation, 
and theoretical course assumed by an organiza- 
tion other than the hospital is looked upon with 
favor by the State Department of Education. 


The Department of Hospitals accepted its first 
group of forty-seven practical nurse pupils on De- 
cember 1, 1938. These were augmented by others 
until the group reached a maximum of eighty- 
seven. Contracts have been made to train one 
hundred and seventy pupils annually for six- 
month periods. Pupils receive a stipend of $35.00 
a month without maintenance except meals while 
on duty. Each pupil has a physical examination 
including an x-ray examination of the chest. The 
usual immunizations are completed prior to ad- 
missions. 


Clinical Experience. Groups are received every 
three months for clinical experiences in accord- 
ance with the State Education Department’s re- 
quirements as follows: 


“The whole field of training will require 
substantially 200 clock hours of classroom 
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work. In addition to the minimum 200 clock 
hours of classroom work, the term of nine 
months will include at least six months’ expe- 
rience in the actual care of patients in a gen- 
eral hospital having a daily average of at 
least twenty patients, including men, women, 
and children. Six months of supervised ex- 
perience in homes may be substituted for not 
more than two months of hospital experience. 
The hospital and home experience will be 
confined to the care of convalescent, chronic, 
and mildly ill patients and to maternity pa- 
tients after the fifth day following delivery. 
The 200 clock hours of classroom work in- 
cludes: care of self, behavior and working 
relationships, housekeeping, food and cook- 
ing, elementary nursing, care of the mother 
and newborn infant, care of children, and 
care of convalescent, chronic and aged pa- 
tients.” 


Because of the necessity of rotating students 
through acute and chronic hospitals certain flexi- 
bilities were reserved to the hospital plan which 
precludes an equitable distribution of services. A 
minimum time for certain experiences has been 
determined upon, namely, tuberculosis 15 days, 
cancer 15 days, and children 15 days. 


The number of calls for practical nurses to care 
for diabetic patients in their homes prompted the 
Y.W.C.A. branches to request that pupils be given 
hospital instruction in the administration of in- 
sulin and the approximation of diets according to 
the Joslin method. Likewise, instruction in for- 
mulae making for infants, care of utensils used, 
etc., is given whenever possible. 


The seven hospitals selected for the clinical ex- 
periences of pupils do not maintain registered 
nursing schools. Therefore, the introduction. of 
a group of workers on a pupil basis has required 
preparation of the personnel who assist in or af- 
fect in some manner the experience to be gained 
by these practical nurse pupils. 


The training of pupil practical nurses only in 
hospitals having no professional school is a part 
of the plan to maintain a differentiation between 
the two classes of nurses both to avoid confusion 
and to insure that the practical nurse pupil is not 
neglected in deference to the professional nurse 
student. Differentiation in title is sustained be- 
tween practical nurse pupils and professional 
nurse students. 


Supervision. The institutions accepting pupils 
for clinical experience have at least one regularly 
assigned registered nurse prepared to plan and 
supervise the teaching incident to the hospital ex- 
perience and supplemental to the classwork cov- 
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ered by the original schools offering the course in 
order to insure the acquisition of skills and to 
safeguard patient care during the learning period. 


Apprehension of the present subsidiary nursing 
group that they will be replaced by those holding 
certificates has required holding classes and dem- 
onstrations for our regular employees in order 
that they might be more favorably inclined 
towards the acceptance of the pupil practical 
nurse. Unfortunately, even the registered nurses 
have indicated an uneasiness and have spread ru- 
mors that hospitals will employ a larger propor- 
tion of practical nurses to save money. How to 
combat these fears is a matter for serious con- 
sideration for all hospital administrators, as these 
fears are not localized. 


Records. A report of classwork and subjects 
is completed in Y.W.C.A. branches, a statement 
regarding personality, and lists of elementary 
nursing procedures taught before affiliation are 
sent to the Department of Hospitals in order that 
the practice of those procedures may be planned. 
At the end of the hospital experience a summary 
of the classwork, health, a personality state- 
ment, records of experience and assignment to 
services are sent to the Y.W.C.A. The Y.W.C.A. 
is the depository of the students’ final records for 
further inquiries and license transcripts. 


Budget. As in the case of inaugurating almost 
all new projects, the pupil practical nurse training 
program was faced with budgetary limitations. 
And the fact that this program involves recogni- 
tion of an occupation group complicates this prob- 
lem. What should be the cost and who should 
bear the cost leads to such questions as: Should 
fees be exacted? Should stipends be provided? 
Should budget appropriation for patient care be 
diverted to training purposes? 


In order that the financial outlay incident to our 
part in this program could be met it was neces- 
sary to vacate hospital attendant positions. The 
ratio of 6.8 hospital attendants to 10 practical 
nurse pupils was determined upon. This ratio is 
based on time service rather than type of service. 


The educational and administrative details of 
this project are coordinated by a Supervisor of 
Practical Nurse Course. 


Because the pupils receive a stipend they are 
technically employees and must meet all require- 
ments in conformance with employment policies. 
These policies are dictated somewhat by the Work- 
men’s Compensation Laws. 


The determination of the monetary allowance 
was the result of attempting to reconcile such fac- 
tors as: (1) pupil practical nurse service value in 
relation to professional nurse students; (2) pupil 
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practical nurse service in relation to regular em- 
ployees; (3) the cost of certain amount of super- 
vision; (4) area living costs; and (5) the eco- 
nomic levels of applicants. 


An illness allowance of seven days with pay for 
the six monthg’ period is provided. The maximum 
illness allowance with and without pay is fourteen 
days. Time credit in excess of fourteen days is 
not allowed. 


Hours on Duty. Pupil practical nurses are on 
duty forty-eight hours per week. Included in. this 
forty-eight hours is planned formal instruction 
not to exceed two hours per week. Due to the two 
hundred hours preparation given at the Y.W.C.A. 
prior to affiliation, we are of the opinion that two 
hours of instruction are sufficient to correlate hos- 
pital experiences. 


Fitting the Pupil Practical Nurse Program in 
Department of Hospitals’ Framework 


In order to fit the program in the Department 
of Hospitals’ framework a reorganization in the 
assignment of functions became necessary. A per- 
sonnel study embracing an activity analysis, a 
time study, and a qualitative survey in the evalu- — 
ation of performance was made. A series of com- 
mittees studied intensively the activities of nurses 
and attendants to ascertain what duties could be 
transferred to attendants in order to make avail- 
able the more skilled services for the ever-increas- 
ing number of technical nursing procedures. The 
activities of the workers on day, evening, and 
night duty on each of three clinical services 
(men’s and women’s wards) in three typical hos- 
pitals were recorded and timed. Master lists were 
compiled. These studies were the basis for recom- 
mendations in the “reclassification of personnel.” 


The findings of these studies revealed some 
three hundred nursing and non-nursing duties 
which could safely be performed by the subsidiary 
worker. One hundred eighty activities which may 
have been done by subsidiary workers were done 
by nurses. A rearrangement of nursing services 
to give the precise amount of time for attendants 
and nurses is not valid, as there are many reasons 
why nurses perform duties a less skilled person 
can safely perform; for example, the attendant 
may be assigned to another equally important ac- 
tivity. Assignment of duties depends upon per- 
sonnel available, nurses’ and attendants’ work 
load, etc. It is impossible to reduce nursing care 
to patients precisely to the number of minutes of 
attendant and nursing service. A definite line of 
demarkation of activities between the two groups 
is impossible. 


In all assignments serious consideration is given 
to: danger of physical injury to patient; trans- 
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mission of infections through uncontrolled con- 
tacts; delayed recognition of untoward symptoms; 
and inability to recognize the effect of treatments. 


This list of duties of the subsidiary worker in a 
general hospital may be supplemented by duties 
of the subsidiary worker in institutions for the 
care of the chronic, the aged, well children, and 
infants. 


Likewise duties assigned to subsidiary workers 
in public health nursing agencies should be in- 
cluded. 


I wish to stress the importance of careful study 
to define appropriate functions for trained nurses 
and attendants, and the extent to which certain 
functions can be transferred to the qualified sub- 
sidiary worker with complete safeguards to pa- 
tient care. 


Nine Months’ Experience in Training Program 


The following are some observations in our nine 
months’ experience in this training program. 


Pupil practical nurses do not equal regular em- 
ployees in service value because preferred assign- 
ments must be made. Therefore, a pupil practical 
nurse program can not be predicated on the re- 
placement of regular employees on a 1:1 ratio. 
As mentioned previously, the Department of Hos- 
pitals replacement is 6.8 : 10. 


Pupils consider that they pay for their course 
and expect value received. They constitute an 
older age group and many have had experience in 
employment policies and do not hesitate to con- 
sider such in relation to their training. Many 
pupils are women who have family and household 
responsibilities. 


Assignment of patients must be carefully 
planned in order to insure safe nursing care to 
patients and to insure that proper skills be ob- 
tained by the pupil practical nurse. 


It is expected that the employment of trained 
practical nurses in positions formerly occupied by 


‘attendants trained in service will raise the stand- 


ard of the subsidiary nursing service. The De- 
partment of Hospitals employs over two thousand 
persons in this category. 


That the course is popular is attested to by ihe 
fact that the Y.W.C.A. branches are flooded with 
applications of women and requests to plan courses 
for men. The men, though, do not seem to be 
able to finance themselves as the women have 
done. 


This constitutes one of the unsolved phases of 
this problem, namely the completion of plans for 
training men practical nurses. 


Conclusion 


In conclusion I should like to emphasize that the 
development of a proper concept in the training 
and use of the practical nurse is highly impor- 
tant. Care must be exercised to avoid a threat 
to graduate nurse service and the jeopardy of 
nursing standards by failure to orient properly 
this occupational group in training and employ- 
ment areas by establishing proper “status” for 
the practical nurse. 


These pupils should be subjected to a sound 
training program whereby service and experience 
are reconciled. Temptation to overshadow train- 
ing by service to hospitals should be guarded 
against. 


The professional nurse and the practical nurse— 
the graduate nurse and the attendant—exist for 
the common purpose of supplying nurse power to 
those who need it. This fundamental philosophy, 
irrespective of the varying degrees or levels of 
performance, should mould the guiding principle 
and should be carefully nurtured. Especial care 
should be exercised to preclude the development 
of conflicting groups within the occupational field 
which would undoubtedly result in a lowering of 
standards embracing both material and spiritual 
values to the consuming public and the workers 
themselves. 





_ — 
<a - 


Warning 


Reports come from Ohio and New York that a 
swindler, representing himself as an employee of 
a surgical dealer in Detroit, is calling upon the 
hospitals and obtaining surgical instruments un- 
der the pretense that the instruments will be re- 
paired or replated. After collecting the instru- 
ments from the hospital, the swindler does. not 
return them. 
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Recently a swindler made a practice of calling 
on hospitals, representing himself as an. employee 
of a manufacturer of compressors and pumps and 
offering to repair the apparatus belonging to the 
hospitals at low prices. Hospitals which have en- 
gaged this man to make these repairs report that 
no repairs whatever were made for the price paid. 
Hospitals should be warned and on the lookout 
for these two swindlers and others of their type. 
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A Treatise on Panel Heating for Hospitals 


F. R. YERBURY, A.R.I.B.A. 


aspects of panel warming particularly re- 

lated to hospital requirements, it may not 
be out of place to describe briefly what is meant 
here by panel warming and to give a brief account 
of the development of this system. By panel 
warming in this paper the “invisible embedded 
system of panel warming” will be referred to, in 
which the space is warmed by coils of pipe ac- 
tually embedded in the fabric of the building, and 
through which warm water not exceeding 120° F. 
in temperature is circulated. This system was in- 
vented in England in the first few years of the 
present century and the first installation of any 
size was carried out at the Royal Liver Building 
in Liverpool in 1910. At this period the properties 
of radiant heat had not been deeply studied and 
the system was chosen largely on its architectural 
and aesthetic merits, in that it left the floor and 
wall space completely clear and unencumbered 
with pipes or radiators. This installation, it is un- 
derstood, has been working most satisfactorily 
ever since this date. 


A T THE outset and before entering into those 


Development of this panel warming was brought 
to a standstill by the Great War, but since 1918 
great strides forward have been made. After fur- 
ther research work had been carried out on the 
various principles involved, the panel warming 
system was adopted with a great deal of enthu- 
siasm throughout the Continent of Europe and 
today there are nearly 2,000 important installa- 
tions at work throughout the world. Over 220 hos- 
pitals have been equipped with the system situ- 
ated in the following countries: Algeria, Czecho- 
slovakia, Denmark, Eire, France, Great Britain, 
Holland, Italy, Spain, Sweden, Switzerland, United 
States of America and Uruguay. 


At first, owing to the low temperature at 
which the system operated, some doubt was 
expressed as to whether sufficient surface could 
be installed to offset the very cold winter con- 
ditions met in certain countries. However, build- 
ing: so equipped have apparently given every 
Satisfaction in all of the colder regions of Europe, 
including Finland, Norway and Rumania, and it is 
on record that an installation in a private resi- 
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dence in New York City which was calculated on 
a minimum temperature of zero Fahrenheit was 
comfortably warm in a spell of—10° Fahrenheit. 


From the foregoing it can be seen that this 
system is now sufficiently well established for an 
authoritative statement on its working to be given. 


Conditions to Be Fulfilled by Central Heating 


In considering any form of heating installation 
it is appropriate that an investigation should first 
be made of the conditions which a central heating 
installation should fulfill and then to compare the 
conditions actually experienced with these ideal 
conditions. In a warming of a hospital, the chief 
importance is that the patients and staff should 
enjoy as great a feeling of comfort as possible; 
that is, that the heat flow from their bodies should 
be so regulated that the greatest possible amount 
of comfort should result. It is now apparent that 
as the body is constantly generating heat which 
must in some way be dissipated to the surround- 
ings, central heating is not so much a means of 
warming the body but of preventing it cooling at 
too great a rate. Now the human body, as is well 
known, loses heat either by convection to cool air, 
radiation to cool surfaces, or evaporation. The 
amount of evaporation under normal circum- 
stances indoors in winter does not vary greatly 
and can be ignored. The proportions in which heat 
is dissipated by the other two methods can be 
regulated by altering the temperature of the air 
in the room relative to the temperature of the 
surfaces bounding the room. Loss of heat by con- 
vection can easily be shown to be pleasanter than 
by radiation, as it necessitates a cooler air tem- 
perature with a corresponding feeling of fresh- 
ness; whereas loss by radiation would mean warm 
air with cooler surrounding walls with the accom- 
panying feeling of oppression and congestion of 
breathing. : 
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Radiator Heating vs. Panel Heating 


With a radiator heating installation, even with 
the radiators placed under the windows in the 
best position to offset the greatest exposure losses, 
it is impossible to keep the temperature of the 
floor, ceiling, and wall surfaces higher than the 
air temperature in the room. On the other hand, 
in the invisible panel system of warming, where 
the panel coils are actually embedded in the fabric 
of the building, these surface temperatures are 
kept higher than the air temperature, thus caus- 
ing the persons in the room to lose heat to the 
surrounding air, which can be several degrees 
cooler than in a radiator heated room with the 
same degree of comfort for the occupant. Fur- 
ther, by suitably controlling the temperature of 
the water flowing in the embedded heating coils, 
their surface temperature can be kept between 
85° and 90° F. Heat rays from this surface im- 
pinging on the other wall surfaces in the room 
tends to raise them all slightly above the air tem- 
perature in the room and they all in turn emit 
radiant warmth to any colder body entering the 
room. At the same time the surface temperature 
of the panel being approximately the same as the 
normal body temperature, there is no possibility 
of overheating due to radiation from the warming 
panel to the body. This should be particularly 
borne in mind as there are some panel systems 
which have been installed where the use of high 
temperature water has resulted in acute discom- 
fort. With the invisible embedded panel warming 
system with which this paper is concerned the 
area of heating surface installed is greater but the 
water temperature is kept lower. 


Other advantages due to the space being 
warmed almost entirely by radiation are that no 
dust and germ carrying convection currents are 
set up in the space with the consequent risk of 
spreading dirt and infection. It is believed that, 
owing to the low air temperature at which com- 
fort conditions can be maintained, the spread of 
infection in certain diseases, of which cerebro- 
spinal fever is one, can be prevented owing to the 
bacilli being unable to be transmitted in this tem- 
perature from one patient to another. As the heat 
is not carried by the air, a very much greater 
amount of ventilation by the opening of windows 
can be allowed without any appreciable dropping 
off of temperature. This has been most effectively 
demonstrated in open air schools in the British 
Isles and in Holland and Scandinavia where severe 
winter conditions are met. 


Results of Fuel Tests 


Some few years ago the Engineering Depart- 
ment of His Majesty’s Office of Works took tests 
of fuel consumption on two similar buildings on 


66 


the same site and used for the same purpose at 
the Mount Pleasant Postal Sorting Office, London, 
One building was warmed by radiators and hot 
water pipes and the other by invisible warming 
panels. In both buildings, the circulating water 
was heated by calorifiers by steam. After making 
adjustments for the difference in cube and relative 
exposure it was reported that the fuel consump- 
tion in the radiator heated building was 43 per 
cent greater than in the panel warmed building. 


The Panel Heating System Construction 


The panel heating system consists of coils of 
steel pipe, through which warm water is circu- 
lated, embedded in the fabric of the building. 
These coils are generally placed in the ceilings, as 
this has been found the most suitable location for 
them. If placed in the floor, their surface tem- 
perature would have to be kept very low to avoid 
discomfort to persons standing over them for any 
length of time; in bathrooms, surroundings to 
swimming pools or in front of entrance doors in 
large halls they can advantageously be used in 
this position. If placed in the walls there is al- 
ways the possibility of the panels becoming 
screened, due to furniture being placed in front of 
them. Also considerably increased convection cur- 
rents would be set up from a warmed wall surface, 
thus largely defeating the advantages to be gained 
from the use of the system. 


The panels are constructed of special steel 
tubing of 14 inch or 34, inch internal diameter and 
are in the form of a serpentine coil. These coils 
are made up by an electrical welding and bending 
process and after manufacture have to pass suc- 
cessfully a test under an air pressure of 500 
pounds per square inch in a shallow tank of water, 
and defective coils being rejected. 


After the panel coils have been delivered to the 
site and connected to the mains serving them, 
they are again tested, this time for six hours un- 
der 200 pounds per square inch pressure. All 
branches and connections throughout the system 
are oxy-acetylene welded and tested in this man- 
ner, so that the possibility of leakage occurring 
once the system has been built in is very remote. 


The coils can easily be embodied in all forms of 
ceiling construction, being either cast in the con- 
crete of solid or hollow tile floors or supported in 
suspended ceilings and wood joist floors. In both 
cases it is important that all roofs should be well 
insulated; where panels are in suspended ceilings 
or wood joist floors, insulation must also be pro- 
vided over all panel areas or preferably over the 
whole ceiling area in rooms where panels occur. 


In solid ceilings panel coils are laid directly 
on the shuttering and the concrete is poured and 
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well rammed down so that the coils shall be com- 
pletely embedded. No cavities must be left where 
condensation and consequent corrosion of the pipe 
might occur. In. order that a good key be pro- 
vided for the plastering, slip tiles can be placed 
between the pipes before the concrete is poured 
or the under surface of the concrete should be well 
hacked after the shuttering has been removed. 
The plaster must then be applied in two coats, 
according to the specially prepared specification. 
A floating coat is first applied containing sand, 
hydrated lime, cowhair and plaster of paris, and 
while this is still damp, a setting coat of sand, 
hydrated lime and plaster is added. As soon as 
the setting coat is on and while it is still green, 
a fine mesh canvas scrim is worked into the sur- 
face. Provided these two coats are applied in the 
proportions and manner specified, there is no dan- 
ger of cracking or falling of plaster when the sys- 
tem is running. Heat should not be applied to the 
panels for about 10 days after the plastering has 
been completed and must be applied very gently 
at first, gradually working up to the temperature 
finally required. 


In suspended ceilings or wood joist floors the 
panel coils are wired to expanded metal on to 
which a special pugging mixture is applied, com- 
pletely embedding the pipes. The insulation is 
placed over this pugging mixture, 2-inch cork 
slabs are particularly recommended for this and 
the ceiling is then plastered as described before. 


The question of the cracking and falling of 
plaster is one that is often brought up, but in the 
cases where this has occurred it has always been 
contended that the plastering specification had 
not been properly carried out. 


The panels are divided into sections, those in 
each room being controlled by regulating valves 
which can be hand operated or automatically con- 
trolled by a thermostat placed in the room con- 
cerned. These valves are usually placed in wooden 
or metal boxes recessed in the walls at skirting 
level. 


The Costs of Installing the Panel System 


The first cost of installation naturally varies, 
depending on the type of construction employed. 
In a building where the coils can be cast in solid 
with the concrete floors the cost should be very 
similar to that of a good class radiator installa- 
tion. In buildings where all the panel surface 
must be accommodated in suspended ceilings with 
a necessary increase both in labor and insulation, 
this price may be 15 per cent higher. But against 
this must be set the claim of large saving in fuel 
cost already mentioned and the physiological prop- 
erties of the system. 
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During the year 1938 a report, “Invisible Em- 
bedded Panel Warming Systems for Hospitals,” 
was issued by the Central Bureau of Hospitai In- 
formation and the Invisible Panel Warming Asso- 
ciation after an investigation in 42 hospitals in 
Great Britain in which the system had been in- 
stalled. These systems had been installed and 
working for periods up to 12 heating seasons, the 
average length of time that they had been oper- 
ating being six seasons. 


Conclusions 


Regarding the efficacy of the system, all agreed 
that the warmth was evenly distributed, while 40 
out of the 42 were thoroughly satisfied with the 
comfort conditions maintained. Of the other two, 
in one there has since been a marked improve- 
ment due to greater care in running the plant, 
while in the other the top floor is cooler owing to 
insufficient insulation of the roof. In no case has 
there been any leakage of the panel coils and no 
repairs to the system have been necessary, neither 
have there been any cases of falls of plaster 
from ceilings, although ceiling panels are installed 
in 38 of the hospitals examined. Generally in 27 
cases the plaster condition was perfect, in 11 
there were faint, hardly visible cracks, and in 
four there was slightly. more marked cracking, 
while in almost all of the buildings there were 
also settlement of cracks in plaster surfaces 
where no panels were installed. 


On the question of fuel costs there were unfor- 
tunately no figures available as separate records 
were not kept of the fuel consumption for differ- 
ent purposes, such as domestic hot water, ster- 
ilizers, and laundry requirements. 


At the close of the report two letters are quoted 
from the medical officer of a hospital and a school. 
In the hospital four of six villas are radiator heat- 
ed and the other two being panel warmed, and 
it is reported that there has been a marked de- 
crease in the incidence of infectious diseases in 
the panel warmed villas. In a recent influenza epi- 
demic there were isolated cases in the panel 
warmed villas while in the radiator heated villas 
which were similar in temperature the cases were 
far more numerous. In the school where the sana- 
torium is heated by panels the medical officer no- 
ticed a considerably improved recovery rate after 
an epidemic and attributes this to the quality of 
the heating. 


It would appear then that there are definite 
grounds for believing that the invisible embedded 
panel system deserves consideration for installa- 
tion in hospitals, and it would be interesting to 
see if after trial in Canada and the United States 
the same conclusions are reached as in Europe. 
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The Work of Our Women's Board 


MRS. R. B. CAMPBELL 


the Journal of the American Hospital Asso- 

ciation, the Editor made this statement: 
“Those hospitals which are so fortunate as to 
have an active woman’s board or woman’s aux- 
iliary working with and for them possess an in- 
comparable asset. These boards bring to their 
hospitals cultural as well as material values.” 


N the February, 1939, issue of HOSPITALS, 


In. giving you a‘brief resumé of the beginning 
and growth of our Woman’s Board, I want to 
prove to you that this statement is true. The 
Woman’s Board of Wesley Hospital has demon- 
strated to the hospital and I may say, to Wichita, 
the value of volunteer work in a private hospital. 


The Purpose of the Woman’s Board 


The purpose of a woman’s board or auxiliary 
is to render to the hospital all possible assistance 
which may lie within its power. Its object is al- 
ways to increase the hospital’s usefulness and to 
broaden its field of influence for good in its own 
community and the surrounding area of service. 


This may be accomplished in a surprising num- 
ber of ways. Its activities should be varied, but 
always with the one thought in mind, that of in- 
creasing the prestige of the hospital. With the 
view of enlisting popular support in both the social 
work as well as in the raising of funds, much 
thought should be given to the personnel of the 
board with respect to the individual standing of 
its members in the community as well as their 
personal interest and enthusiasm for the work. 


To have a successful board, it is not only essen- 
tial that the members be vitally interested in the 
work but that they be fully informed on hospital 
matters. They should know something of the cost 
of operating the hospital and be able to discuss 
intelligently the rising cost of hospital care and 
the continual need for new and more modern 
equipment. 


Organization and Development 


On April 16, 1915, an interested group of women 
representing the Methodist church of Wichita, 
met to consider the welfare of Wesley Hospital 
and to discuss ways in which they could help in its 
upbuilding. Two weeks later five women from 
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each Methodist church were asked to spend the 
day at the “Nurses’ Home” to sew on hospital 
supplies being purchased with the money coming 
in through the efforts of this new organization. 


This group was then known as the ‘Mothers’ 
Auxiliary.” At a meeting held on June 17, 1915, 
a motion was carried that “the Mothers’ Auxiliary 
contribute thirty dollars to the treasury of the 
hospital.” The Woman’s treasury then had a bal- 
ance of $36.50. 


In April of the next year the name of the or- 
ganization was changed from ‘“Mothers’ Auxil- 
iary” to the “Woman’s Auxiliary.” From the first, 
the women’s work gained friends throughout the 
city and the country communities. The Epworth 
Leagues of the churches became interested, and 
the young people also responded generously. What 
the women’s support had meant through those 
first years, has been often acknowledged. From 
the first thousand dollars, raised dollar by dollar, 
by that group, to the considerable sums coming 
in now, with a fair degree of regularity, the treas- 
ury of the hospital has been greatly benefited. 


In 1919 the Auxiliary was reorganized so that 
any woman residing in the Southwest Kansas Con- 
ference, now the Central Kansas Conference, is 
eligible to membership. The organization is now 
known as the Woman’s Association of Wesley 
Hospital and Nurse Training School. 


Membership 


Any woman may become a member of the 
Woman’s Association by payment of one dollar 
annual dues. The management of the Woman’s 
Association is vested in a Board of Directors of 
thirty members, who are elected at the annual 
meeting held in May. This Board is known as 
the Woman’s Board. The officers are elected by 
ballot, for one year, by the Board of Directors 
and from its membership. These meetings are 
held on the second Friday morning of each month 
in the board room of the hospital. 
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Each committee chairman is expected to report 
on the activities and progress of her committee. 
Through these discussions, the Board is continu- 
ously informed of the scope and progress of the 
committee work, and the committee chairmen 
have the benefit of the Board’s advice and cooper- 
ation. These meetings are an inspiration to all 
present. 


At the conclusion of the business session the 
superintendent of the hospital and the superin- 
tendent of nurses are invited to join the Board 
in a detailed discussion of matters involving the 
operation of the hospital and concerning the 
nurses. On occasion, the Board may also confer 
with the heads of other departments of the hos- 
pital concerning their work. The Board is in con- 
stant touch with the more intimate details of the 
administration and operation of the hospital, and 
is thereby in a position to answer questions and 
give reliable information with respect to the 
hospital. 


Standing Committees 


We have standing committees to direct and 
carry forward the various activities of the 
Woman’s Association. Chairmen of these com- 
mittees are appointed by the president immedi- 
ately following the election of the officers at the 
June meeting. Each standing committee makes 
a pledge of a definite amount of money to the 
Woman’s Board, to enable the Board to carry out 
a prearranged program. There are seven of these 
committees as follows: 


The Local Church and Membership Committee 
—One representative from the various cooperat- 
ing churches in the city is appointed to the Local 
Church and Membership Committee, and it is 
through this committee that the membership dues 
to the Woman’s Association of the hospital are 
collected annually. It also sponsors the sewing for 
the hospital. Last year this committee sewed and 
made 10,434 pieces of hospital supplies. To this 
committee is credited the Ladies’ Aid and Ep- 
worth League contributions. Due to its efforts 
the membership of the Woman’s Association for 
last year was 565. 


The Nurses’ Home and Recreation Committee 
—The personal comfort and happiness of the 
student nurses are the concern of the Nurses’ 
Home and Recreation Committee. It provides a 
birthday cake each month for the nurses having 
birthdays during that month. It gives magazines, 
Thanksgiving and Christmas gifts, tickets to book 
reviews, and provides tennis balls and other 
things for their pleasure. This committee sus- 
tains a student nurses’ loan fund. 


The Children’s Committee—Another important 
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committee is the Children’s Committee, which 
brings joy and comfort to the crippled children 
in the hospital. It furnishes clothing for the chil- 
dren, school books, materials for hand work and 
gifts at holiday times. Last year a special tri- 
cycle, a piano, and a refrigerator were purchased 
for the children’s department. 


The Library Committee—Good literature in 
books and magazines is furnished by the Library 
Committee, also cards placed on. the patients’ 
trays at holiday times. Last year 3,526 used mag- 
azines were taken to the hospital. 


The Maternity Committee—In many different 
ways the Maternity Committee contributes to 
needy mothers, who are confined in the hospital. 
Each case is thoroughly investigated and cloth- 
ing and layettes are furnished. Many times food 
is provided for little ones left at home. 


The Conference Committee—It is the duty of 
the Conference Committee to keep in touch with 
the ladies’ societies and other organizations of the 
churches of Wichita and in the Conference, con- 
tributing to the support of Wesley Hospital. 


The Flower Committee—Many flowers are dis- 
tributed during the year by the Flower Committee 
to patients in the hospital, who are unfortunate 
in not having their families or friends with them. 


With a membership of about seventy-five 
women on the various committees, together with 
the thirty members of the Board, we have over 
one hundred women, who are interested and deter- 
mined to accomplish the several objectives, for 
which they volunteered. 


I have indicated a few of the ways in which 
the committees can be helpful. There are many 
others, limited only by the ingenuity and re- 
sourcefulness of its members. Our newspapers 
are constantly recording some affair or event 
sponsored by our committees to aid the hospital. 
It may be a book review, a musical tea, or a trav- 
elogue, but whatever it is, the public is reminded 
that Wesley Hospital is an indispensable part of 
the community and entitled to its support. 


Financial Assistance Given by the Woman’s Board 


The first large pledge made by the Board was 
in 1919 for the building fund of the new Wesley 
Hospital. Fifty thousand dollars was asked for, 
sixty thousand was pledged and the Woman’s 
Association provided twenty-five thousand dollars 
of this amount. 


In September, 1920, the new hospital was dedi- 
cated and opened its doors. As a dedication gift, 
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the Woman’s Association pledged thirty thousand 
dollars. From that time to 1931 the Woman’s 
Association has pledged and paid over fifty-one 
thousand dollars towards the building of the annex 
to the nurses’ home, an annex to the hospital, 
and towards an addition of a fifth floor, which is 
now devoted to children’s care. 


In the last few years we have purchased a 
cardiograph, and we have covered the ceilings of 
all corridors, service rooms, and diet kitchens on 
the five floors of the hospital, with acoustical ma- 
terial. We have also installed a dressing ster- 
ilizer, refurnished two of the private rooms, and 
last year we bought over $2,000.00 worth of new 
kitchen equipment. These items amounted to a 
total of over $10,000.00. 


We are now concerned with the raising of our 
$10,000.00 pledge made on our new nurses’ home 
which is just being completed. You may ask how 
we have provided this money. I think our fam- 


ilies and friends have learned through the experi- 
ence of the years, that: 
“When a woman will, she will, you may depend 
on’t, 
And when she won’t, she won’t and that’s the end 
on’t.” 
and they will tell you that it was the “will” of the 
women of the Woman’s Association of Wesley 
Hospital and Nurse Training School that made 
all this possible. 


I hope that I have convinced you that an organ- 
ization of this kind, no matter by what name 
called, is an “incomparable asset” to any hospital. 
Once organized and working harmoniously and 
enthusiastically for your hospital, you will wonder 
how you managed without it. .In Wichita this is 
freely admitted by the officers, the governing body, 
and management of Wesley Hospital. They may 
be overgenerous in their praise, but we of the 
Woman’s Association like to feel that we are in- 
dispensable. 





Termites 


Termites, often called white ants, are of several 
species, but the one which causes the most serious 
damage to wood structures is distinctly a subter- 
ranean insect which requires wood.and moisture 
for its existence. The depredations of this insect 


were formerly believed to be limited to the south- 
ern part of this country, but are now known to 
exist as far north as New England, the Great 
Lakes Region, and the Canadian border in the 
Northwest. 


These termites live in the ground or in any 
wood nearly enough connected to permit access 
to the ground for the moisture without which they 
cannot exist. Even when sills of buildings are 
on a concrete or brick foundation two or three feet 
above the ground, the termite will build a “tube” 
out of soil and his own secretions to provide a 
covered passageway from the earth to the wood. 


In burrowing in the wood the termites usually 
follow a longitudinal course within the larger- 
celled, thin-walled spring or new wood. These 
channels are interconnected by many galleries 
until the interior of the wood may present a dis- 
tinctly honeycombed appearance with little or no 


external evidence of infestation. This honey- - 


combing continues until the wood crushes even 
under a very light weight. 


There are three distinct methods of protecting 
wood buildings. The first is to dig a trench en- 
tirely around the building and saturate the ground 
with some poison such as: sodium arsenite; creo- 
sote one-part in kerosene three-parts; carbon di- 
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sulphide emulsion, one quart to fifty gallons; or 
orthodichlorobenzene. 


A second method is by complete isolation of 
the wood from the ground. This is accomplished 
by the use of metal caps and shields on the top 
of masonry to prevent the termite from reaching 
the wood by building a tube up the side of the 
masonry to the wood. 


A third method is the impregnation of the wood 
with preservatives, such as zinc chloride or chlori- 
nated naphthalene. 


Evidence of infestation of existing buildings 
may be the emergence of large members of the 
flying termites, large numbers of dead-winged 
adults, detritus or earth thrown out of their en- 
trance crevices, or the discovery on the surface of 
foundations of the small earthen “tubes” which 
the termites build to provide passageway from 
the ground to the wood. 


Treatment consists of a careful examination of 
all wood in contact with the ground either directly 
or by way of the termite tube, even though this 
examination involves tearing up foundation, floor- 
ing, or other woodwork. Damaged woodwork must 
be removed, the ground treated with some of the 
chemicals noted above, disconnecting wood from 
the ground by the use of metal barriers, or the 
replacement of the wood with concrete. 


Efforts to treat the wood members in place by 
use of chemicals may prove disappointing as im- 
pregnation, rather than surface treatment, is nec- 
essary and the methods are extremely difficult. 
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Policies of Employment 


E. 1. ERICKSON 


nite program which he follows in dealing 

with the personnel of his hospital. It may 
have been originated many years ago and its pro- 
visions revised from time to time to meet chang- 
ing conditions. In periods of prosperity, and con- 
sequent labor shortage, the tendency has been to 
liberalize its provisions; when hard times have 
prevailed the trend has been in the opposite di- 
rection. 


F nite: administrator has a more or less defi- 


In the interest of efficient management there 
should be a well thought out employment program 
because it will anticipate and promptly dispose 
of many questions and problems continually aris- 
ing in any organization where there is a sizable 
employed group. Furthermore, it assures uni- 
form treatment for all employees. In the absence 
of such a plan conflicting decisions will be made 
at various times in matters which should have 
identical treatment. This gives rise to a great 
deal of dissatisfaction and will make it necessary 
for the administrator to give time and attention 
to details which could have been promptly taken 
care of if a definite plan of procedure had been 
carefully prepared. 


Wage and Salary Levels in Depression Years 


In the acute depression years the almost univer- 
sal tendency was to lower wage and salary levels, 
and in many instances these reductions were se- 
vere. Policies which had been adhered to for 
many years were ignored and sometimes a bare 
subsistence level of remuneration was inaugu- 
rated. As we look back there can be no question 
but that in such an emergency the steps taken 
were fully justified because the majority of hos- 
pitals were carrying an increased burden of free 
Service while their incomes were being greatly cur- 
tailed. It should also be borne in mind that wage 
cuts were introduced only after all other measures 
of economy had been taken. The apparent injus- 
tice of making hospital personnel bear the burden 
of hospital service to the public has been com- 
mented upon at various times and I think we are 
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all agreed that this is an unsatisfactory situation. 
However, when we consider the fact that the hos- 
pitals inaugurated such steps much later in the 
depression than did industry and commerce and 
that it was practiced even with respect to many 
salary schedules set by law or statute, it is not to 
be wondered at that social institutions had to fol- 
low along. In practically all instances it was at 
least implied that wage levels would be restored 
when and as improved conditions would warrant 
such steps. 


However, these conditions prevailed for several 
years before there was a gradual improvement in 
the general situation. It was then possible for 
some hospitals to begin restoring pay cuts. But, 
before this trend became general, entirely new fac- 
tors were injected into the situation to complicate 
the orderly consideration of personnel problems. 


It has always been true that, in a period of in- 
creasing prosperity, wages have lagged after the 
rising cost of living. With the reduced wages 
which our personnel had been receiving for several 
years they found it increasingly difficult to meet 
living costs, which naturally caused them to seek 
wage increases. 


The Federal Relations Law 


Previous to this time there had been much dis- 
cussion and debate with regard to labor relations. 
With the enactment of the Federal Labor Rela- 
tions Law, which sought to protect and stabilize 
the rights of employees in bargaining collectively 
with employers, the situation became more ag- 
gravated. With the help of labor organizers em- 
ployees became stirred up and unions were formed 
in many fields which hitherto had been relatively 
free from labor disputes. This was true of hos- 
pitals. As a result of the organization of hospital 
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unions, some of us were waited upon by union rep- 
resentatives with demands for substantial in- 
creases in wages and changes in working condi- 
tions. Some of these demands were admittedly 
just and reasonable, but could not in many in- 
stances be adopted immediately because it was 
impossible to meet the increased cost. 


This legislation was followed by the enactment 
of the Social Security Act, another entirely new 
development. The hospitals were exempt from 
the provisions of this law at their own request be- 
cause they could not see their way clear to meet 
the increasingly heavy financial requirements 
which would be entailed. As a result, the tend- 
ency in the future may be that hospital employ- 
ment will be less desirable than in those enter- 
prises which operate under Social Security provi- 
sions. I do not think that the hospitals have been 
adversely affected as yet, but the time may come 
when our employees will be beckoned to appar- 
ently greener fields. We will then have to meet 
the situation either by some method of participa- 

‘tion under the Federal and state acts, or by set- 
ting up similar benefits as individual hospitals, or 
under a general plan in which all hospitals may 
participate if they so desire. 


There was also a considerable amount of other 
labor legislation in many of the states which di- 
rectly affected hospitals. These developments 
made us more conscious of personnel problems 
than we had been for some time and brought 
sharply to our attention the need for renewed con- 
sideration of employment policies. 


Formulating a New Program 


In attempting to formulate a new program or 
to improve an existing set-up, it is well to do so in 
an orderly fashion. As a first step it has been 
recommended that a job analysis or classification 
be undertaken. This consists of making a study 
of all positions in the hospital and listing the gen- 
eral and even specific duties involved. From this 
we can record the qualifications of the individual 
needed to fill each position. Some jobs require a 
strong back as the outstanding qualification. More 
than ordinary education or experience is not neces- 
sary if the duties are of a routine nature; the 
willingness to work and to learn to perform these 
duties are the principal requirements. Other jobs 
require some degree of initiative and judgment, 
coupled with a knack for performing unusual or 
occasional duties without close supervision. Still 
others require a person who can partially direct 
the work of others in addition to performing his 
own duties. As we ascend the scale, education, 
special training and experience, and the ability to 
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plan and direct the work of others are prime re- 
quirements. 


An analysis of this sort in the hands of the 
administrator is an implement to be used in the 
efficient management and distribution of person- 
nel. It will-afford an opportunity to correct un- 
fair distribution of duties and may show up in- 
stances where the work can be done at reduced 
cost by rearranging the work schedules. 


From the information acquired by the analysis 
a grouping of jobs according to similarity of du- 
ties and personal characteristics should be made, 
and scales of remuneration set up for each group, 
usually with minimum and maximum limits and 
providing for increases at stated intervals for sat- 
isfactory service. The amount of wages or sal- 
aries should, of course, be made to conform as 
nearly as possible to the prevailing rates of pay 
for comparable work in the community. 


I know that an analysis of this kind is quite a 
time-consuming undertaking and, except in large 
organizations where it can be assigned to some 
individual who has the time and qualifications to 
make the study, it will have to be done by the ad- 
ministrator himself. However, when we take into 
consideration that payment for services rendered 
is greatly in excess of any other single item of 
expense in any hospital budget, its importance is 
appreciated and therefore the analysis should be 
worked out and recorded at least in a general way. 


The Value of Employees’ Records 


We know the value of adequate patient records, 
but many hospitals have been content with pre- 
cise payroll figures and little attention has been 
paid to the recording of other personal informa- 
tion relating to employees. There are important 
reasons for having such a history of each em- 
ployee. First, as a matter of proof in court that 
we are in all, and specific, instances using due care 
in choosing employees who are competent to per- 
form their various duties and responsibilities. An- 
other reason is that a continuing personal record 
beginning with the employment application form 
will provide complete information for ready ref- 
erence when needed. For instance, when a va- 
cancy occurs it may sometimes be filled to best 
advantage by transferring an individual from an- 
other department who may have the necessary 
qualifications and is known to be a conscientious 
and loyal employee. In the absence of a proper 
record the individual might be overlooked and a 
person taken in from the outside. Furthermore, 
this sort of data is sometimes helpful in estab- 
lishing an elderly employee’s eligibility for old age 
assistance. 
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Hiring and Discharging of Personnel 


The process of hiring is in the nature of a con- 
tractual agreement by and between employer and 
employee... The employer agrees to purchase fu- 
ture services at an agreed price and the employee 
promises to perform his duties in a satisfactory 
manner. It is important that the employee knows 
exactly what he is to receive in the way of re- 
muneration. If maintenance of any sort is pro- 
vided the monetary value placed upon it by the 
hospital should be stated. Other points to be 
brought out are the amount of paid vacation al- 
lowance and whether it is granted as a bonus at 
the end of a stipulated term of service, or if it is in 
the nature of a period of rest and recreation to 
better fit the employee for future service. Other 
items, such as length of service before a vacation 
is granted, amount of sick leave, hospitalization, 
insurance and any other benefits which may be 
included, and their monetary value, should also be 
explained. 


In some organizations the hiring and discharg- 
ing of personnel may be handled altogether by 
the administrator. In large institutions it is usu- 
ally centralized in an assistant or delegated to 
department heads. In the latter case, safeguards 
should be provided so that injustices may not 
creep in. The final court of appeal in all instances 
should, of course, be the administrator, who should 
practice an open door policy so that any employee 
having a grievance may have an opportunity to 
present his side of the matter when he feels that 
he has not received fair treatment. Department 
heads will be more cautious in permitting personal 
prejudices to enter into their treatment of em- 
ployees under their jurisdiction when they realize 
that the employee has the right of appeal. When 
the services of any employee are to be dispensed 
with, there should always be a valid reason given. 


Collective Bargaining 


It has been my experience that if employees 
choose to organize for collective bargaining there 
is no reason why the management should discour- 
age such a movement. It is their right to do so, 
and if they wish to have their grievances pre- 
sented by representatives of their own choosing 
they should be met halfway. But, under no cir- 
cumstances should the right to work in a hospital 





be contingent upon membership in a union. If an 
individual wishes to do his own bargaining that 
should be his privilege. Furthermore, it should 
never be admitted that hospital employees have a 
right to strike because of the fact that such action 
may adversely affect the welfare of patients. Any 
person accepting hospital employment assumes a 
share of responsibility for the welfare of each and 
every patient. 


A little more than two years ago we learned 
with surprise and, needless to say, some concern 
that our hospital had been singled out as the first 
objective in an effort to unionize all hospital em- 
ployees in Chicago. Our surprise was not due to 
any feeling that our policies were all that could 
be desired, but we had not taken any unreason- 
able advantage of our personnel and the rates of 
pay were in line with those of other hospitals. 
Furthermore, they were by no means unfavorable 
in comparison with prevailing wage schedules out- 
side the hospital field. 


We were concerned not only because of the fact 
that the organizers of the union might stir up 
the employees to strike with consequent harmful 
effect on our patients, but also because of the im- 
plications involved with respect to all other hos- 
pitals in the city. Therefore the problem was re- 
ferred to the Chicago Hospital Council and it is 
now a matter of history that with the prompt and 
energetic attention and study given to it by the 
Council a clear-cut plan of procedure similar to 
that outlined above was adopted and the hospitals 
cooperated wholeheartedly so that no incidents of 
a serious nature occurred. 


Values of a Comprehensive Employment Policy 


In conclusion, a comprehensive employment pol- 
icy is of definite value in that it promotes efficient 
administration, it expedites the adjustment of 
routine problems, and it is a guide in the fair dis- 
position of those which are unusual. 


Among other important items it should include: 
(1) a job analysis; (2) a clear statement of cash 
remuneration and all other benefits; (3) a pro- 
vision for an adequate record of personal data for 
each employee; and (4) a definite expression of 
the management’s willingness to bargain with the 
individual employee and also on a collective basis. 








Forty-Second Annual Convention 
American Hospital Association 


September 16-20, 1940, Boston 








February, 1940 


74 













































we 
71 
she 


i$ XS: HSSTINS iy 
STEN NNR EEE ENN ENN BSS 













EDITORIAL COUNCIL 


BERT W. CALDWELL, M.D., 
Editor 


¥ 


G. HARVEY AGNEW, M._D., WALTER E. LIST, M.D., 
Secy., Department of Hospital Service, Superintendent, Jewish Hospital, 
Canadian Medical Association Cincinnati, Ohio. 


Toronto, Ont., Canada. 


MALCOLM T. MacEACHERN, M.D., 
W. L. BABCOCK, M.D., : 
Associate Director, 


Treasurer, Grace Hospital, American College of Surgeons, 
Detroit, Michigan. Chicago, Illinois. 


ASA S. BACON, CHRISTOPHER G. PARNALL, M.D., 


Superintendent, Presbyterian Hospital, Medical Director, Rochester General Hospital, 
Chicago, Illinois. Rochester, New York. 











XS 
NS 


\ 
BRY 






oT) EAN 


WN 






oer 
at 
, 






AN 1 IE 


CAROLYN E. DAVIS, JOHN E. RANSOM, 


412 Amesbury Road, Assistant Director, Johns Hopkins Hospital, 
Haverhill, Massachusetts. Baltimore, Maryland. 


NATHANIEL W. FAXON, M_.D., WINFORD H. SMITH, M._.D., 


Director, Massachusetts General Hospital Director, Johns Hopkins Hospital, 
Boston, Massachusetts. Baltimore, Maryland. 


S. R. D. HEWITT, M.B., WILLIAM H. WALSH, M.D., 


Superintendent, St. John General Hospital, Hospital Consultant, 
St. John, N. B., Canada. Chicago, Illinois. 


ROBERT JOLLY, FREDERIC A. WASHBURN, M.D., 


Superintendent, Memorial Hospital, Director, Cambridge Hospital, 


Houston, Texas. Cambridge, Massachusetts. 






































VAL LL EY BALL Ie 









DR LUNAL ORY CONALURAL UNS ONAT ONAL IN| 


VAL WA 

















HOSPITALS 





me 


—=— ~*> =— 


Th 


aaa 3d — o-- 

















The President’s Program for 
Rural Hospitals 


The President, after giving earnest considera- 
tion to the proposed National Health Program as 
provided for in Senator Wagner’s Bill S. 1620, 
has withheld his approval at this session of Con- 
gress for several reasons, chief among them is the 
difficulty of raising the money provided for under 
the bill by additional Federal taxation or from 
other sources of Federal revenue. 


After an extended study of the provisions of 
the National Health Bill, the President has se- 
lected one activity which, in his opinion, is most 
needed and which in. a better way will serve the 
largest number of people, among whom hospital 
facilities are inadequate or altogether lacking. 
This activity is in the rural areas and among the 
rural population. 


The President feels that there has been a lag 
in the effort and, in some instances, a definite 
lacking of effort to provide hospital facilities for 
many rural areas for various reasons, chief of 
which are financial. He believes that rural hospi- 
tals, staffed by rural doctors, and conforming to 
the accepted standards of medical, hospital, and 
nursing care should be provided to serve our rural 
communities adequately. The President feels that 
the hospitals constructed under his program 
should not compete with nongovernmental hos- 
pitals already established. 


On January 10, the President called represen- 
tatives of the hospital associations and the Ameri- 
can Medical Association to confer with him on his 
proposed program for rural hospitals. The repre- 
sentatives of the hospital field participating in the 
conference were Dr. Fred G. Carter, President of 
the American Hospital Association; Rev. Alphonse 
M. Schwitalla, S.J., President of the Catholic Hos- 
pital Association of the United States and Canada; 
Rey. Paul R. Zwilling, President of the American 
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Protestant Hospital Association; Rt. Rev. Msgr. 
Maurice F. Griffin; and Dr. Bert W. Caldwell. 

The American Medical Association was repre- 
sented by Dr. Irvin Abell, Chairman, Drs. Walter 
F. Donaldson, Frederic Sondern, Walter E. Vest, 
Fred W. Rankin, Edward H. Cary, Austin A. Hay- 
den; Drs. Olin West, Secretary; R. G. Leland, and 
W. D. Cutter. 

The Medical Department of the Navy was rep- 
resented by Rear Admiral Ross T. McIntyre. 

The United States Public Health Service was 
represented by Surgeon-General Thomas Parran. 

The representatives of the Hospital Associations 
and the American Medical Association presented 
the following program to the President, in which 
they were in agreement, and of which the Presi- 
dent indicated his approval in principle: 


1 Hospitals to be built only where need 
for same can be shown. Advisory consultation 
in the determination of such need to be given 
by the State Medical and Hospital Associa- 
tions, the State Health Department and the 
county judges or officials of the counties in 
which such hospital services are proposed. 


2 Size of hospital to be commensurate with 
the needs of the community and the ability of 
the latter to support it. 

3 Means for the maintenance and upkeep 
of such hospitals rank in importance equal to 
that of construction. 

4 Since the important objective of the pro- 
gram is the service it can render, hospital 
construction, administration, equipment, staff 
and personnel should meet the standards 
which the American Medical Association, the 
American College of Surgeons and the Hos- 
pital Associations regard as minimal for ren- 
dering such service in the various localities. 
Where needed, since highly specialized facili- 
ties and personnel cannot be made available 





in all places, affiliation with larger hospitals 
or hospital centers to be had to the end that 
highly specialized services, diagnostic and 
therapeutic, be made available to all. 


5 Maintenance of a standard of profes- 
sional and hospital service that will keep it 
efficient and prove attractive to qualified men 
and women as a career. 


6 Utilization of existing facilities where 
possible. Under no circumstances should the 
program be allowed to develop into competi- 
tion with the nongovernmental hospitals, but 
should rather foster cooperation between the 
two groups. 


7 Many small communities can be better 
served by the utilization of bed vacancies in 
available existing institutions than by the 
construction of new hospitals, transportation 
and per diem expense to be borne by Federal, 
state and/or county funds. Ambulance serv- 
ice and good roads will permit this type of 
service to operate safely, efficiently, and eco- 
nomically in communities not financially able 
to support a hospital. 


The President carefully defined the program 
which met with his approval. The discussion in 
conference was an. open one, in which the Presi- 
dent invited and received the counsel of the con- 
ferees. His program is sound, it is adaptable, it 
will fulfill in large part the purposes for which it 
is drafted, and it should receive the support and 
active cooperation of the hospital field. It was 
significant that the President’s outline of his pro- 
gram covered in all of its essential parts the pro- 
gram submitted jointly by the hospital representa- 
tives and the American Medical Association. 


The President on his birthday sent a special 
message to Congress, conveying his program for 
rural hospitals and recommending that the cover- 
ing legislation be enacted. 


The recommendations include: 


1 An appropriation of ten million dollars 
for the initial year. 

2 That the areas making application for 
hospitals must demonstrate need, and give as- 
surance of continuing financial support -for 
their operation. 


3 That a Council of six, composed of 
recognized medical and hospital authorities, 
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be provided for, to act as an Advisory Coun- 
cil to the Surgeon General of the United 
States Public Health Service. 

4 That no hospital will be authorized or 
constructed until a competent survey has been 
made, showing the need of the hospital, and 
has been considered by the Advisory Council! 
and approved by the Surgeon General. 

5 That the Advisory Council will out- 
line the standards of medical, hospital, and 
nursing service to be provided and see that 
these standards of operation are maintained. 


The President emphasized that this program is 
an experiment, that the Federal Government will 
build and equip the hospitals, but will not provide 
Federal funds for their operation, and that the 
hospitals may receive gifts, endowments, and 
financial support from philanthropic citizens, 
foundations, and other private sources as well as 
local tax funds. 


The hospital field will commend and support the 
President’s program as long as it does not widely 
depart from his stated purposes. It is a fine con- 
tribution of hospital and medical service to our 
rural population and our rural doctors, who in 
many instances feel the lack of conveniently 
located hospitals and the facilities for adequate 
medical and hospital care. These institutions will 
be built and operated for our rural communities 
and distressed areas with no distinction of race, 
creed, or color. The duty, and in a large way the 
responsibility, of making the President’s experi- 
ment the success which it deserves to be, is the 
duty and the responsibility of the medical pro- 
fession and our hospital organizations. 
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Hospital Insurance 


The trend of hospital law is definitely toward 
holding charitable hospitals liable for the tortious 
acts of their employees. The defense that the 
hospital is a charitable, non-profit institution in 
name, organized and incorporated under the laws 
of the state in which it is located, and that it is 
not in the public interest to make its financial 
resources liable for personal injury damages, is 
being ignored by the courts of state after state. 


It is not sufficient that the hospital uses due 
care and diligence in the selection of employees 
trained and qualified to perform the service which 
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may be assigned to them. It is just as necessary 
that these employees be properly supervised in 
the performance of that service. The responsi- 
bility of the hospital cannot cease with the hiring 
of the employee. It must continue during the 
full term of the employee’s service with the hos- 
pital. 

The trend in court decisions holding our hos- 
pitals liable for the torts of their employees will 
unquestionably encourage the institution of “nui- 
sance” suits, suits instituted against the hospitals 
for injuries which have no foundation in fact; 
suits that are unjust, that are based on false 
allegations, but which will prove hazardous and 
embarrassing regardless of their outcome. They 
will entail legal and court expenses that in many 
cases cannot be avoided, and in others, settlements 
out of court as procedures of expediency. 


Hospitals would do well to protect themselves 
with appropriate insurance. While at least one 
court has called attention to the fact that the hos- 
pital carried liability insurance and to that extent 
it evidenced its liability for damages resulting 
from personal injury, the hospital would save 
more, in a single case, if its insurance coverage 
prevented the institution from being dragged into 
court, even if a favorable verdict were returned. 


Through its legal column, HOSPITALS has re- 
peatedly called the attention of the hospitals to 
the trend in hospital law and the hazards which 
threaten the charitable hospitals in personal lia- 
bility law suits. It is taking this opportunity to 
comment on the trend, without criticism of the 
justice of the hospital law. We feel that hospitals 
should prudently provide for their protection, by 
securing insurance coverage for any damages for 
which the courts may hold them liable. 
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The Commonwealth Fund — 
Its Rural Hospitals 


The 1939 Report of the Commonwealth Fund 
reviews the thirteen hospitals which it sponsors 
and helps to maintain. Ten of the hospitals were 
built and are operated with the aid of the Fund, 
one was built under other auspices but is at pres- 
ent operated with the aid of the Fund, and two are 
under construction. 


The growth in the use of these rural hospitals 
is as interesting as it is significant. Two of the 
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ten are to be,enlarged to accommodate the in- 
creasing demand of the rural people for the use of 
these hospitals. The Farmville, Virginia, hospital 
has shown a remarkable but consistent growth in 
patronage since it was opened in 1928. For the 
first year of its operation the bed occupancy was 
34.5 per cent. For the first eight months of 1939 
it maintained an average of 85.2 per cent. 


Equally interesting is the reason for enlarging 
the capacity of the Kingsport, Tennessee, hospital. 
“This is due in part,” says the report, “to the pop- 
ular prepayment plan, but the prepayment plan 
can hardly be held fully responsible for the over- 
crowding experienced by the hospital during the 
past year.” 


The Fund has found that the conventional divi- 
sion into private and semi-private rooms and 
wards is too rigid for the rural hospital. In its 
next project the Fund expects to eliminate the 
wards, and install only single and double rooms 
“which can be fitted more closely into the shifting 
curve of demand.” 


The Fund has found nothing in its experience to 
invalidate the formula of one bed to each thousand 
inhabitants of rural areas as a reasonable norm. 
But it has found variations in demand for hospital 
service due to different causes. Concentration of 
population in and about the hospital town seems 
to increase the demand. Medical factionalism, 
when combined with low standards of medical 
care, may lessen it. Community likes or dislikes, 
the geographical relation of the hospital town to a 
large city, travel habits, all influence the demand 
for the hospital facilities. 


The Commonwealth Fund has demonstrated the 
need for rural hospitals, not only from the stand- 
point of the growing use of the hospitals by the 


rural population but for the effect it has on the 


public health, on medical practice and medical edu- 
cation, and on improving standards of medical and 
hospital service in the contribution of the hospitals 
in the field of preventive medicine. 


In the field of rural hospitals the Commonwealth 
Fund regards each unit as a demonstration in the 
sense that a well-constructed and well-equipped in- 
stitution, properly operated, indicates the prac- 
ticability of higher levels of medical service in 
rural communities. “Where,” says the report, 
“physicians work together and are self-critical— 
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as is more and more the case in the better hospi- 
tals in this group—the community hospital takes 
visible shape.” 


—_—____—_. 


Accreditation of Nursing Schools 


The American Hospital Association has not 
approved the program for the accreditation of 
nursing schools. We are all in accord with the 
purposes of higher nursing education, but are not 
ready to approve the methods of accreditation. 
The Association is not prepared to approve the 
payment by the hospitals of a fee of $250.00 for 
the cost of inspection to determine the fitness for 
accreditation, providing the inspection does not 
require more than three days, and $50.00 for each 
additional day necessary to the inspection, nor to 
approve the annual fee of $35.00 after accredita- 
tion has been conferred. Were each of some 1,400 
nursing schools inspected, the minimum cost to 
our hospitals for this purpose would aggregate 
$350,000, and the annual payment of fees there- 
after would amount to $49,000. These are sub- 
stantial sums to be provided by the hospitals, with 
the possibility that the product of our training 
schools would not be improved commensurate with 
the added cost. 


It is a matter of considerable doubt whether a 
very large percentage of the total of our training 
schools would apply for accreditation under the 
present program. Certain it is that a large block 
of our training schools, with an important student 
registration, graduating well-trained nurses, will 
not apply. Many which may be inclined to apply 
will not for reason of the costs involved. 


A majority of our state legislatures have de- 
fined by statute the requirements for the regis- 
tration of the graduate nurse. The statutes were 
enacted at the request of the nursing organiza- 
tions as a requirement for the proper training and 
education of the nurse before she is granted regis- 
tration in these states. The question properly 
suggests itself, as to the manner and degree 
accreditation of a minority of training schools in 
any state would interfere with the legal require- 
ments for the practice of nursing by the regis- 
tered nurse, already determined by the laws of 
the states. 

We believe the best training that can be pro- 
vided in good schools of nursing should be placed 
at the disposal of the student nurse. We cer- 
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tainly cannot believe that the large majority of 
our nursing schools have failed to do this. We 
are not certain the schools that may be accredited 
will do a better job than the many that will not 
apply for accreditation. We believe the League 
of Nursing Education has rendered a notable 
service both to the student nurse and the hospi- 
tals in developing present standards for our nurs- 
ing schools. We are by no means certain. the ac- 
creditation of these schools under the program of 
inspection will add a great deal to the commend- 
able results which the League and others actively 
engaged in the education of the nurse have al- 
ready accomplished. 





Psychological Aspects of Leadership 


Contact with hospitals suffering from internal 
dissension in which the administrators ruled from 
an “ivory tower” demanding strict compliance 
with inflexible, written orders, has suggested and 
stimulated new avenues of reflection upon the 
processes of human control. 


In this changing world it is imperative that 
hospital administrators acquaint themselves with 
the importance of the psychological aspects of 
executive conduct. The present experience of 
opposing great nations facing each other in prep- 
aration for mortal combat, but hesitating to strike 
because of fear that neither the soldiers nor the 
people behind the lines have been sufficiently 
convinced of the justification for such inevitable 
slaughter, is an excellent illustration of the kind 
of complex coordination required in modern war- 
fare, the success of which depends upon the psy- 
chological adjustment and a high degree of under- 
standing on the part of all who must bear the 
brunt of the combat. Thus, today, in industry 
as in war, the best planned enterprise will be that 
in which standards of performance are set with 
the cooperation of the workers and there has 
been such a degree of psychological adjustment 
to the job as to inspire enthusiastic interest in 
its success. 


It is ignorance of human nature and faulty 
planning in hospital affairs, as in any other under- 
taking dependent upon the morale and esprit de 
corps of an organization, to rely upon the arbi- 
trary or dictatorial powers of the executive to 


control the workers therein. 
W. H. W. 
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The City Hospital as a Teaching Unit 
of a Medical School 


WALTER S. GOODALE, M.D. 


axiomatic, the statement that the objectives 
of a modern hospital are care of the patient, 
teaching, and research, the principles embodied 
had been espoused by the leading medical educa- 
tional centers of the United States and Europe. 


Ls before the hospital world adopted as 


Care of the patient and teaching—by the latter 
we mean the training and education of medical, 
dental, nursing, dietetic, and technical personnel— 
are inseparably linked. The sick individual can 
be best assured of skilled attention in a hospital 
set-up involving first-class facilities for theoretical 
as well as bedside training. 


Adequate Facilities for Instruction Needed 


It is not possible to acquire medical learning 
solely by means of academic courses given in an 
institution not directly connected with a hospital. 
The apprentice system, modified to meet present 
day needs, still is the bulwark of medical teaching. 
Nor is it enough to have available for educational 
purposes hospital wards of a restricted character. 

teaching institution, of necessity, must be a 
general hospital for the reception and treatment 
of all diseases, without any exceptions. Also, it 
is imperative that a hospital in order to provide 
adequate facilities for instruction, should have 
appended to its wards both out-patient and home 
service sections. The young physician must be 
taught to cope with disease under all sorts of con- 
ditions, and when he assumes private practice he 
must be experienced in administering care at the 
bedside, in the clinic, and in the home. 


Too often the public, and some of our profes- 
sional brethren, harbor the thought that extensive 
educational machinery in a hospital is intended 
solely to provide the scientific personnel with a 
mild diversion and an opportunity to ride a hobby. 
There are even some who believe that hospital 
teaching, or experimentation as they choose to 
call it, is largely the outgrowth of a sadistic 
Impulse, 


It is regrettable that many of the boards of 
managers and the professional staffs of our lead- 
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ing hospitals have failed to provide comprehen- 
sive educational facilities for the institutions un- 
der their care. They seem blind to the fact that 
modern medical, dental, nursing, dietetic and tech- 
nical care implies the availability of public and 
private general hospitals devoted to community 
health in its broadest aspects rather than merely 
professional activities carried on within the nar- 
row confines of hospital walls. 


Requirements of a Teaching Unit 


It is the duty of every sizable public and pri- 
vate general hospital in the United States to set 
itself up as a teaching unit and to negotiate a 
cooperative teaching agreement with the most 
convenient school of medicine. If this is not prac- 
tical at least an offensive and defensive teaching 
alliance can be entered into with a county medical 
society. 


This discussion suggests rather a restricted 
field. Presumably, the definition of a public gen- 
eral hospital was intended to mean an institution 
supported wholly by public funds. In the opinion 
of the writer, hospitals which are supported 
wholly or in part by public funds, in other words, 
those which serve indigent persons for hire, are 
in reality public general hospitals and should 
function as teaching units. As a matter of fact, 
revenue from private patients, gifts, bequests and 
guarantees all stem from the public. Therefore, for 
our purpose we will include all general hospitals 
supported wholly or in part by public funds. 


Let us consider the various requirements which 
should be met by any public general hospital which 
aspires to function as a teaching unit. Obviously, 
the ideal teaching hospital is one which controls 
an ample supply of all diseases without any ex- 
ceptions. Not more than a dozen hospitals in the 
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United States meet this requirement under one 
roof, so to speak, in its fullest perfection. There 
are many, however, which by affiliation with other 
institutions and organizations have managed to 
provide a suitable teaching set-up. It would seem 
that each of the 3,093 counties in the United 
States could provide a plentiful supply of clinical 
material for teaching purposes through its leading 
hospitals and medical centers. 


Control of the Board of Managers Should Be 
Unrestricted 


A public general hospital, either on its own or 
as the leader of a cooperative teaching plan, is 
bound to “get nowhere fast” unless the board 
of managers is free and independent. The mayor 
of a city or the president of the board of trustees 
of the village involved, without confirmation by 
the governing body of which he is a member, 
should appoint not more than five citizens of the 
community for terms of one to five years, succeed- 
ing managers to be appointed for five years, the 
term of one manager to expire annually. Failure 
of any manager to attend three consecutive meet- 
ings of the board should cause a vacancy in his 
office unless the absence is excused by formal 
action. The managers should receive no com- 
pensation for their services but should be allowed 
actual and necessary traveling expenses. No man- 
ager should be removed from office at any time by 
the appointing authority unless he has received 
notice in writing of the cause of the proposed re- 
moval and after an opportunity to be heard. The 
treasurer of the county, town, city or village by 
which the hospital is maintained should be the 
treasurer of the hospital. Except as outlined, the 
governing board of the county, town, city or vil- 
lage should have no authority whatever over its 
public general hospital. 


The general powers and duties of a board of 
managers should include, in part, the following: 


1 Electing annually suitable officers for its 
members 

2 Appointing the superintendent of the hos- 
pital who shall not be a member of the 
board of managers and who shall hold 
office at the pleasure of the board 

3 Planning and supervising all improve- 
ments, repairs, and alterations, providing 
such expenditures have been authorized 
by the governing board of the community 

4 Specifying the salaries of all employees 

5 Providing medical care and treatment for 
all persons admitted to the hospital 

6 Appointing and removing resident, visit- 

‘ing, and consulting physicians and sur- 
geons, and establish rules and regulations 
governing their service 
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7 Having the general superintendency, man- 
agement, and control of the hospital 

8 Maintaining an effective inspection 

9 Meeting at the hospital at least once in 
every month 

10 Holding an annual meeting at least three 
weeks prior to the meeting of the govern- 
ing board of the community at which ap- 
propriations for the ensuing year are to be 
considered 

11 Certifying all bills and accounts and trans- 
mit them to the governing board of the 
community. 

12 Submitting a detailed annual report of the 
operation of the hospital to the governing 
board of the community by which the hos- 
pital is maintained 


Duties and Authority of the Superintendent 
- Should Be Definitely Understood 


The superintendent should be the chief execu- 
tive officer of the hospital, and subject to its by- 
laws, rules and regulations, and to the general 
control of the board of managers. He should: 


1 Purchase all necessary equipment 

2 Have general supervision and control of 
the records, accounts, and buildings of the 
hospital and of all internal affairs 

3 Maintain discipline and enforce compliance 
with, and obedience to, all rules, by-laws 
and regulations adopted by the board of 
managers for the government, discipline 
and management of the hospital and its 
employees and inmates. He should be au- 
thorized to make and enforce such further 
rules, regulations, and orders as he may 
deem necessary, not inconsistent with the 
rules and regulations of the board of 
managers. 

4 Appoint such employees as he may think 
proper and necessary for the efficient per- 
formance of the business of the hospital— 
excepting consulting, visiting, and resi- 
dent medical staff members—and pre- 
scribe their duties; and for cause stated 
in writing, and after an opportunity is 
given to be heard, discharge any employee 
at his discretion 

5 Keep proper records and books of accounts 

6 Receive into the hospital under the rules 
established by the board of managers, any 
person in the county, town, city or village 
who is sick or injured and who is in need 
of hospital care, irrespective of whether 
such person is able to pay for his care or 
not 

7 Keep records of the admission of all pa- 
tients 
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8 Discharge from the hospital any patient 
who is found to have recovered from his 
illness sufficiently to be no longer in need 
of hospital care or shall willfully or habit- 
ually violate the rules or who for any rea- 
son is no longer a suitable patient for 
treatment 

9 Collect and receive all money due the hos- 
pital and keep an accurate account of re- 
ceipts and deposit the funds with the 
treasurer at least monthly 

10 Investigate when he deems necessary the 

ability of a patient, or the relative of a 

patient legally liable for his support, to 

pay for his care and treatment and collect 

a specified sum per week in proportion to 

the financial ability of the patient or his 

relative to pay 


A public general hospital thus organized is a 
free and independent agent endowed with the 
proper authority to conduct its own affairs with- 
out the “aid” of political interference. Such an 
organization has the makings of an ideal teaching 
unit. 


Medical School Affiliation 


The board of managers, if it is of the sort herein 
described, should immediately seek affiliation with 
a medical school competent and willing to super- 
vise not only the training of medical students, but 
dentists, dietitians, nurses, and technicians as well. 
The board of managers should be prepared to pass 
a resolution, defining such relationship, some- 
thing like the following: 


“RESOLVED, That the Board of Managers of the 
XYZ City Hospital shall appoint as members of 
the paid and voluntary consulting, visiting or 
resident staff of physicians, surgeons and dentists 
of the aforementioned hospital only those appli- 
cants who have been approved by the University 
of (Blank) Medical School, and that the Board of 
Managers shall nominate as staff members rank- 
ing above the grade of Clinical Assistant, only 
those applicants who have earned a Graduate 
Course Certificate issued by one of the recognized 
American Specialty Boards covering their field. 


“BE IT FuRTHER RESOLVED, That the Board of 
Managers shall appoint as graduate nurse mem- 
bers of the executive staff and graduate nurse 
heads of the major clinical department of the 
Nurse Training School only those appointees who 
hold the degree Bachelor of Science in Nursing, 
or its equivalent, and who have been approved 
by the Medical School. 

“BE IT FURTHER RESOLVED, That the section 
chiefs of the voluntary and paid consulting, visit- 
ing and resident staffs of the XYZ City Hospital 
shall be on service continuously and in full charge 
of the members of their sections whose term of 
Service they regulate and as section heads are re- 
sponsible for the proper administration of their 
sections. 

“BE It FURTHER RESOLVED, That each section 
ot the medical and dental staffs of the XYZ City 
Hospital shall be headed by a physician or dentist 
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holding a corresponding professorship in the 
(Blank) University Medical School.” 

In making a university connection, the board 
of managers should be just as wary of campus 
politicians as it is of machine politicians. Both 
brands furnish a modicum of danger. There is 
not much choice, either as regards astuteness or 
harmfulness, between the city hall politician lack- 
ing in statesmanship and the “brain truster” with 
a flair for intrigue. It should be the aim of the 
board of managers of a public general hospital 
devoted to educational ideals to give both sorts a 
wide berth and steer its own course, thus main- 
taining a strictly independent position. Keeping 
in mind, however, that the technical side of teach- 
ing had best be left to teachers. 


Conclusion 


An institution set up to care for the sick, if it 
fosters medical education, will contribute im- 
measurably toward the comfort and safety of the 
patients entrusted to its care. It will inspire and 
train a personnel which in due time will act as 
a feeder for the professional staff of the hospital 
itself and the affiliated medical school, including 
the ranks of the practicing physicians working in 
the community. It will further scientific and re- 
search achievements and derive immeasurable sat- 
isfaction from any contributions it may make to 
professional education. 


The American Hospital Association, the Amer- 
ican College of Surgeons, and the American Med- 
ical Association have long been foremost in the 
movement to improve the treatment of patients, 
the practice of medicine and surgery, the admin- 
istration of hospitals, and the training of under- 
graduate medical students, through the medium of 
institutions carrying on in a dual capacity, viz.: 
tending sick folk and training apprentices. 


The Educational Number of the Journal of the 
American Medical Association, issued August 26, 
1939, should be studied thoroughly by every one 
interested in the subject under discussion. It sets 
forth a remarkable achievement. Under the 
broad caption of “Medical Education in the United 
States and Canada,” is given a most comprehen- 
sive picture of the subject in hand. Many organ- 
izations, schools, institutions, and individuals are 
here united in an attempt which is bound eventu- 
ally to improve medical facilities for the care and 
treatment of the American public and the train- 
ing of professional personnel. Not the least of 
this group is the independent, well-conducted 
public general hospital supported out of the tax 
rate and conducted on the theory that the objec- 
tives of a modern institution for the treatment 
of the sick are: (1) care of the patient; (2) teach- 
ing; and (3) research. 
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Changes in Hospital Law 


HENRY H. CALDWELL 


upon here, with a view to the presentation to 

hospital administrators of a problem which is 
becoming more important each year—the problem 
of adequate public liability insurance. 


T= RECENT decisions are to be commented 


From time to time, in the pages of this journal, 
leaders in hospital administration have had occa- 
sion to comment upon the advisability and the 
necessity of public liability insurance and insur- 
ance against the risks of mal-practice for hospi- 
tals. The reasons given, while varied and numer- 
ous, have the common ground of practicality for 
their advancement. The factor of utility has been 
brought about by the gradual change in attitude 
on the part of some of our courts—a change which 
shows less inclination to favor the rule of law 
which exempts charitable corporations, institu- 
tions, and associations from the legal consequences 
of the negligence of their employees. 


Valid as the reasons have been for the necessity 
of such insurance, they have become even more 
valid and more commanding than before because 
of some late decisions. An examination of those 
decisions compels the conclusion that, generally, 
hospital law of the future will be cast in a new 
form wherein the injured patient will seek and 
obtain monetary redress from the hospital. 


Two Recent California Decisions—Their Effects 


California has recently been placed in the col- 
umn. of states favoring no exemption of a charity 
by reason of two decisions handed down this 
month by its Supreme Court. In each case there 
was a single dissenting opinion rendered by the 
same justice, Mr. Justice Shenk. Both cases in- 
volved charitable hospitals, and both cases have 
been followed with more than ordinary interest 
because of the fact that it was expected that the 
Supreme Court of California would, or might, exe- 
cute a legal ‘“‘about face.”” The two cases, decided 
at the same term, may be called companion pieces, 
and will be here treated fully because of their im- 
portance. 


Silva v. Providence Hospital of Oakland was an 
action for personal injuries wherein the plaintiff 
prevailed in the trial court, her cause of action 
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being based upon the fact that one of defendant’s 
nurses had negligently failed to place a side board 
upon the bed, thereby permitting the plaintiff, an 
aged lady, to fall out of bed, whereby she frac- 
tured her hip. It was conceded that the nurse had 
been guilty of negligence, and the real question be- 
fore the court was whether the defendant could 
prevail by reason of its incorporation. as a chari- 
table institution. 


Court Summarizes Previous California Decisions 


The court at once projected an exhaustive ex- 
amination of the law of California, beginning with 
Thomas v. German Benevolent Society, 168 Cal. 
183, 141 Pac. 186, wherein it was held that plain- 
tiff, an employee, could not recover damages 
against the defendant charitable corporation, for 
personal injuries caused by the negligence of an- 
other employee. By way of pure dictum, the court 
there held that such an action could not be main- 
tained against a charitable corporation because of 
the rule of law generally exempting such corpora- 
tions from liability for the negligence of their em- 
ployees. Now, that specific holding was not nec- 
essary to the decision of that court because the 
case was made to rest upon the “fellow servant” 
exemption which obtained at that time in Cali- 
fornia. Therefore, the conclusion of the court that 
such an action could not be maintained against a 
charitable corporation was merely superfluous. 
Subsequent cases seemed to be based upon this 
dictum, which left later courts free to disregard 
the effect of the early decision in their determina- 
tions on the case now under discussion. There- 
fore, in classifying the prior decisions, the court 
said: 


“Summarizing these decisions, it is appa- 
rent that the District Courts of Appeal have 
followed the dicta of this court in the Thomas 
and Stewart Cases except in Phoenix Assur. 


HOSPITALS 








Co. v. Salvation Army, supra, and England v. 
Hospital of Good Samaritan, supra. In the 
first case, the doctrine that a charitable or- 
ganization should have exemption was ex- 
pressly repudiated so far as strangers to the 
trust are concerned; in the later one the same 
court refused to apply it against a paying pa- 
tient who was not shown to have knowledge 
of the hospital’s asserted charitable charac- 
i 


The “Trust Fund” Theory of Exemption 


out a thorough consideration of fundamental 
principles which present-day needs require.” 


Next in order was a demonstration, logically, on 
the part of the California court, that the rule of 
exemption for charitable institutions was, in it- 
self, with its various refinements, an illogical con- 
cept. In making such demonstration the court 
employed this language: 


“However, the most severe criticism of the 
trust fund theory is that, if logically applied, 
the property of the charitable organizations 


Following this, the court next directed its atten- 
tion to the various theories upon which exemption 
has been based, among them being the “trust 
fund” theory. Of this it was said: 


must enjoy complete immunity from all 
claims regardless of the status of the injured 
plaintiff. .. . If one paying the rates charged 
by a hospital for care may not recover for 
negligence because the institution is organ- 








“This goes back to the theory upon which 
the rule was first promulgated in England, 
that where one endows a hospital for charita- 
ble purposes, the money or property of the 
trust cannot be used to pay damages awarded 
to one who suffers injuries at the hands of an 
employee in whose selection due care has been 
used. But the modern hospital is rarely 
maintained upon the donation of one charita- 
bly disposed individual. It is a business en- 
terprise, which although it may be the recip- 
ient of some donations, is able to carry on its 
work because the aggregate amount received 
from paying patients is sufficient to meet the 
expense of ministering to those patients and 
also to a certain number who are accepted at 
a reduced rate or without any charge. 


“The appellant is a typical example of such 
an organization. Although the Sisters of 
Charity originally contributed some capital 
to their enterprise in buying the land upon 
which the first hospital buildings were erect- 
ed, they have since acquired property of very 
substantial value from the institution’s oper- 
ations. It is probably typical of many other 
hospitals which through good management 
and the support of a particular group of citi- 
zens, have made a financial success. Such in- 
stitutions are most necessary for human wel- 
fare. But the change in their status from 
that of the hospital founded upon one person’s 
generosity, which was in existence at the time 
the trust fund doctrine was announced, to the 
modern organization which, in its economic 
aspects is nonprofit rather than charitable in 
character, is unquestionably the reason. why 
some courts no longer follow the doctrine of 
nonliability. Those which cling to the old 
rule see only an institution founded as de- 
scribed in the Restatement, when ‘A be- 
queaths money to B in trust to establish and 
maintain a hospital’ and apply that rule with- 
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ized for charitable purposes, the trust fund 
rule should logically bar a recovery by one 
who is not a patron of the institution, such as 
a person injured by an automobile driven by 
the organization’s servant, or an employee in- 
jured during the course of his employment. 
Yet in most jurisdictions all persons except 
patrons are allowed a right to recover in a 
tort action. . . . Also patrons may recover 
against the trust fund if the hospital was 
negligent in selecting its employees. ... , 
which is likewise inconsistent with the theory 
that property devoted to a charitable purpose 
may not be dissipated by the payment of 
damages for torts.” 


The Patient and the Charitable Hospital 


California law had been based in part upon the 
theory that a patient, upon entering a charitable 
hospital, impliedly contracted with the institu- 
tion to exempt it from liability for the conse- 
quences of the negligent acts of its employees. 
That theory has been. favored by the courts of a 
few states, and a similar fiction has been indulged 
by the courts of other jurisdictions, to the effect 
that a patient impliedly agreed to waive his cause 
of action for negligence. Neither theory found 
favor with the Supreme Court of California, and 
its discussion of those theories is here quoted par- 
tially because of the illuminative remarks made in 
the majority opinion. It was said: 


“It is said that by accepting the services 
of a hospital which is not organized for profit 
but to benevolently serve the public, one im- 
pliedly exempts ‘the benefactor’ from liabil- 
ity, even if he pays the full amount demanded 
for the services rendered to him. This is fal- 
lacious reasoning which can only be justified 
by ignoring the principles governing implied 
contract. 


“To find an implied contract by the patron 
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in the purpose of the charitable organization 
is to entirely disregard other factors which 
should be considered in determining whether 
any such agreement may be inferred from the 
conduct of the parties. There is no reason 
for a court to say that admission to a hospi- 
tal is proof of an intention not to charge it 
with responsibility for tortious wrongdoing. 
Indeed, the agreement to pay the rates 
charged by the hospital for its services would 
ordinarily be sufficient basis for the opposite 
inference; certainly, it is a strong indication 
that the patient did not agree that the charity 
should be exempt if injury resulted from the 
failure of its servants to act with ordinary 
care.... There may be other acts and circum- 
stances which would also tend to show that 
the patient had no such intentions. More- 
over, the fact that the rule of nonliability has 
been consistently stated as relieving the char- 
ity if its servants have been selected with due 
care, indicates that the implied contract doc- 
trine has been used to rationalize a result and 
is not based upon the intention of the parties, 
as legal principle requires.” 


Exemption for Reasons of Public Policy 


The California court likewise disapproved of 
the rule that the charitable hospital should be ex- 
empt from liability for the negligence of its ser- 
vants because such a hospital derives no benefit 
from the acts of its employees, and of the rule that 
public policy requires the exemption of such insti- 
tutions from liability for negligence. The attitude 
of the majority opinion was expressed in the fol- 
lowing language: 


“No rule of law may be justified if the the- 
ories advanced to support it lack a foundation 
of legal principle, and, as has been shown, the 
exemption of a charitable organization from 
liability for injuries suffered by a paying pa- 
tient through the negligence of an employee 
would logically require the same exemption 
from the tort claims of others. That many 
courts have refused consistently to apply the 
rule of nonliability is conclusive evidence of 
the fallacious reasoning which is advanced in 
its behalf. On the contrary, other courts have 
declared that the charitable organization must 
respond in damages to the paying patient 
whom it injures. ... This is not only the mod- 
ern view but the one required by every prin- 
ciple of common justice. As one court has 
said: ‘It is a principle of law as well as of 
morals that men must be just before they are 
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generous’. 


The language cited is indicative of a fact which 


has long been recognized, but which until recent 
years, had not received much in the way of judi- 
cial approbation—that courts are growing tired 
of seeing the rule of exemption applied to hospitals 
because of the plain fact that to apply that rule 
is to work an undue hardship upon patients who 
have been injured by reason of the negligence of 
an employee of the hospital. Lawyers and laymen 
have criticized the rule, regardless of the reasons 
advanced to support it. The rule has been the 
subject of searching, analytical comment in our 
leading law reviews, and professors of law have 
traced its development from the law of England 
into modern law in this country, meanwhile inject- 
ing their comments with highly logical criticisms 
of the rule and the various reasons summoned to 
support it. Aggrieved claimants have done much 
to spread in their communities active contempt for 
a rule which has been called a shield to the charity 
and an instrument of genuine injustice to the in- 
jured person. It has been but a question of time 
until such a decision should be handed down by 
a high court of some state looking to a broader 
policy of justice than, has been known heretofore. 


Recently, in the late issues of this journal, 
have appeared judicial comments to the effect that 
liability insurance is the practical solution to this 
problem as far as the charitable hospital is con- 
cerned. Certainly, in California, charitable insti- 
tutions of all classes must now immediately pro- 
vide against such risks by obtaining complete lia- 
bility coverage. Hospital administrators, as has 
been said, have counseled in favor of the procure- 
ment of adequate coverage even though, under the 
law of many states, charitable hospitals are ex- 
empt from liability. That advice is based upon 
most cogent reasons, foremost of which is the fact 
that there is no guarantee that the law of a given 
state will remain unchanged. Witness California. 


In the same term of court was decided the case 
of England v. Hospital of The Good Samaritan, 
which was then on the docket of the court for the 
third time, an excellent indication of the persist- 
ency and resourcefulness of counsel for the plain- 
tiff. This case has been digested in the journal 
before, and it will be recalled that the plain- 
tiff, Charles E. England, since deceased, had been 
burned by hot water bottles. It was not ques- 
tioned, on this appeal, that the hospital had been 
guilty of negligence. It was clear that the hospi- 
tal had used ordinary care in selecting its em- 
ployees. 


Defendant, although incorporated as a charita- 
ble institution, was in reality, the court held, not 
practicing the aims and purposes for which it had 
been incorporated. In fact, the patient who began 
this suit, was a paying patient. The California 
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court, it is suggested, made pertinent comment 
upon the charitable endeavor of the defendant, in 
these words: 


“Although the trial court found that the 
hospital is a charitable institution, it may rea- 
sonably be inferred from the evidence that 
such a character is attributed to it only be- 
cause it devotes the income from its apparent- 
ly very successful business to assist those who 
cannot pay all or part of the cost of needed 
medical care. The record shows that during 
the year in which Mr. England was injured, 
it had an income of $732,129, received 
from revenue patients, contributions from 
churches, returns from an endowment fund, 
profits from a pharmacy lunch counter and 
soda fountain, and commissions received from 
collecting doctor’s bills. In that year the net 
operating profit of the hospital was $62,767; 
on. December 31, 1935, its earned surplus was 
$65,470, and between 1931 and 1935 it re- 
ceived from operations $843,795 more than it 
paid out. In five years, so the record shows, 
it took in $2,822,674, and had $843,795 re- 
maining after paying all expenses. 











“With this uncontradicted showing taken 
from the books of the hospital it is difficult 
to see how the trial court found that the or- 
ganization is a charitable one. True, the 
record shows that in 1935 the cost of chari- 
table work done by the hospital was $25,967, 
but this amount represents only the value of 
the services at the rates charged paying pa- 
tients, and not money paid out.” 


That the books and records of a hospital may be 
examined by an attorney for an injured plaintiff 
is not only possible, but is highly probable, because 
when a charitable institution raises the issue that 
it is a charity, plaintiff may seek to disprove this 
fact by showing that although the defendant is 
incorporated under the laws relating to eleemosy- 
nary institutions, still, it is not in law nor in fact 
practicing charity. Such proof can be made by 
evidence obtained from the very records of the 
institutions. 


In view of these decisions, it cannot be doubted 
that California has aligned itself with those states 
which have, by judicial pronouncement, placed the 
liability of charitable institutions upon the same 
footing as that of other corporations. 





An Interesting Decision of the English 
Courts—Hospital to Pay Damages 


The following decision of the English Courts, 
reported in the December issue of The Hospital, 
London, should be of interest to hospital admin- 
istrators in this country, in view of the decided 
trend of American Courts to hold charitable in- 
stitutions liable for damages for tortious acts to 
their employees, or for the result of accidents due 
to faulty equipment: 


“At the Chester Assizes on November 10 and 
11 an action against the members of the manage- 
ment committee of the Wrexham and East Den- 
highshire War Memorial Hospital by a former 
porter, G. F. Woodgate, was heard before Justice 
Hawke. The plaintiff also sued the makers of the 
lift. 


“In July, 1937, the plaintiff, in the course of his 
duty, had gone to use the lift. He pressed the but- 
ton to bring the lift to him. Hearing the motor he 
concluded the lift was already there and tried to 
open the doors and they opened quite easily. 
Stretching forward to switch on the light, the lift 
not being there, he overbalanced and fell to the 
bottom of the shaft sustaining serious injuries. 


“The second defendants admitted constructing 
the lift, but denied negligence claiming that the 
hospital had been negligent in failing to inspect or 
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lubricate the lift. Both defendants pleaded con- 
tributory negligence by the plaintiff but this de- 
fense was not pressed. 


“The Judge found that the hospital authorities 
had been negligent, but not the makers, also that 
the plaintiff was not deprived of his remedy by 
contributory negligence. Damages to the amount 
of £477 was awarded and the hospital committee 
had to pay the costs of both the other parties.” 

——_————— 
Insurance Policy Precautions 

Read your policies. 


Make certain that the owner of any specified 
property is named correctly. 

Arrange to submit claims to the company in ac- 
cordance with policy requirements. 

Prepare any inventories or other papers that 
may be required in order to present claims. 

Check all policy applications for mistakes which 
might cause settlement of the claim to be con- 
tested. 

Determine whether the policy contains impor- 
tant restrictions, then find out whether they can 
be eliminated. 


Observe all policy requirements (such as that of 
notifying the company of similar insurance). 


And finally, keep the policies in a safe place. 
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Price Trends in Hospital Commodities 


McGILL COMMODITY SERVICE, INC. 
Auburndale, Massachusetts 


1940 bring a boom?” The truth of the matter 

is that it is not necessary to wait for 1940 
to gain headway. A boom is already in existence. 
The trouble is that the majority of people think of 
booms in terms of rapidly rising quotations in 
the stock market and inflationary characteristics 
in commodity prices, or are inclined to compare 
price levels with 1929. A check-up reveals that 
since the outbreak of World War No. 2 commodity 
prices have climbed but 11 per cent. The stock 
market has advanced around 13 per cent, but the 
physical volume of production in late 1939 chron- 
icled an almost perpendicular rise, one of the most 
sensational in history which measured 23 per cent. 
Commodity prices have not gone on any outstand- 
ing spree in recent months, and the upswing to 
date of 11 per cent appears somewhat limited in 
view of the thoroughly deflated price level that 
prevailed last summer. 


To question is frequently being asked, “Will 


As the new year opens we find that the general 
price average stands 25 per cent under the five- 
year average prior to 1929 and 17 per cent under 
the peak prevailing three years ago in 1937. This 
comparison shows quite conclusively that prices 
today are still relatively low. There is no basis 
for any worry as regards adequate supplies of 
domestic commodities. It is the uncertainties that 
surround commodities of foreign origin that are 
now holding the spotlight. Warfare is now the pre- 
dominating factor, and obviously no one knows 
the answers to questions such as: “How long will 
the war last?” “Will the United States eventually 
become involved?” “What about the practicability 
of the Neutrality Act?” We do know that eco- 
nomically, financially, industrially, and agricul- 
turally conditions today are vastly different than 
in 1914. A long or short war is anyone’s guess, 
but it must be admitted that from the facts at our 
disposal the conflict now has the earmarks of a 
long-drawn-out affair. In the final analysis good 
or bad business in 1940 is dependent upon internal 
rather than external conditions. 


Right now we find the physical volume of pro- 
duction on an exceedingly high plane. The surge 
upward in output has exceeded consumption. Still 
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there is nothing critical in the inventory situa- 
tion. A check-up reveals that primary production 
is in close alignment with demand. Stocks of raw 
materials in manufacturing establishments have 
increased and this is likewise true in the case of 
finished goods, yet supplies remain fully 20 per 
cent under the peak of 1937. A test period is 
directly ahead, and undoubtedly production will be 
pared down in order to prevent inventories from 
reaching burdensome proportions. This situation, 
coupled with the slow manner in which war de- 
mand has gained momentum, will work against 
any uncontrolled boom or a return of inflationary 
characteristics in 1940. It is generally assumed 
that the aggregate volume of business in 1940 will 
average about 10 per cent above 1939. The point 
simply is that while the underlying fundamental 
trend of business is basically upward, yet due con- 
sideration must be given to the time factor. Not 
until a year or so hence will the force of World 
War and its inevitable repercussions forcefully 
affect American business. 


All Commodities 


The index of all commodities advanced sensa- 
tionally during the month of September directly 
following the outbreak of World War No. 2. A 
peak was reached at the end of September, and 
since that time the trend has moved in an irregu- 
lar manner, and the latest figure is slightly lower 
than the high point reached three months ago. 
Production has had an ample opportunity to equal 
and exceed demand, and the greater abundance 
of supplies in the face of more conservative de- 
mand is now working against any radical gyration 
in the price structure. The latest index figure 
stands 6 per cent above the year-earlier level. 


Drugs and Chemicals 


The price list of drugs and chemicals utilized 
in hospitals has shown some disposition to increase 
since the first of September. Most of the up- 
swing has been confined to commodities of foreign 
origin. The greatest offender is quicksilver. Last 
August the average price was $86.15. At this 
writing the quotation is holding at $156.50. This 
country is not self-sustaining but there is evidence 
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cause of warfare, the menace to shipping and the 
European cartel, an effort is being made to inflate 
the price structure even further. Fundamentally, 
stocks abroad are not limited. Imports have in- 
creased and the underlying trend of domestic pro- 
duction is definitely upward. There is no danger 
of any real shortage of mercury. 


Paper Products 


The average price of tissue and wrapping paper 
is fractionally lower than a year ago. Since Sep- 
tember 1 the price of pulp has advanced by leaps 
and bounds, reflecting the fact that this country 
imports large quantities annually from the Scan- 
dinavian countries. Now the Baltic is under a 
cloud of uncertainty and will remain so during 
the period of Russian aggression. Both wrapping 
and tissue prices have increased in recent months, 
but whereas wrapping is slightly higher than a 
year ago, the current price of tissue is lower. 
There is ample producing capacity and every as- 
surance of adequate supplies. The principal bul- 
lish factor is increasing producing costs particu- 
larly from a long-range standpoint. 


Cotton Goods 


The composite price index of cotton goods has 
advanced substantially in recent months under 
the impetus of higher raw-material costs and a 
tidal wave of aggressive buying. A record-break- 
ing volume of production of finished goods has 
eased the supply-to-demand ratio, yet stocks are 
not of excessive proportions. Raw cotton is deeply 
enmeshed in a program.of economic experimenta- 
tion, and because of reduced acreage, loan valua- 
tions and a steadily shrinking supply of “free” 
cotton, the outlook favors a firmly maintained 
price structure for cotton goods. 


Surgical Dressings 


Prices have moved moderately upward under 
the pressure of higher quotations for the basic 
raw material. On a comparative basis there is no 


that considerable manipulation is under way. Be- 





inflation in the current price structure, and any 
change as 1940 progresses tends to favor higher 
price levels. 

Fuels 


As compared with a year ago current price 
levels appear relatively high, but when the under- 
lying situation is thoroughly understood, it is ap- 
parent that prices this year will not be subject to 
any pronounced decline along seasonal lines, with 
the exception of anthracite. The fuel oil market 
is exceedingly strong, and only recently Bunker C 
at New York was raised to the $1.50 level which 
represents the highest price since 1937. Heating 
oils have also been marked up and a heavy rate of 
consumption is assured for the balance of the 
winter period. There is hardly any alternative 
other than protecting near-term needs, but this 
is not the psychological time to place contracts 
for next year’s requirements. 


Groceries 


Prices strengthened during the final quarter of 
1939, which was largely sympathetic with the ris- 
ing trend of commodity prices in general. As 
compared with the lows of 1939 basic commodities 
such as flour, beans, rice, cocoa, sugar, lard, etc., 
are now higher. In the final analysis supplies of 
all types of foodstuffs are more than adequate, 
and this phase alone will tend to retard any gen- 
eral movement toward higher price levels. In a 
word, the index of grocery prices is destined to 
fluctuate within narrow limits during the near 
term. 

Meats 


This is the outstanding group that shows a 
lower price level as compared with a year earlier. 
For several years the underlying production cycle 
of hogs and cattle has moved upward, encouraged 
by lower feeding costs and also a record supply 
of feed. Last year the production of hogs was 
up to 83,000,000 head, and the number of cattle 
on the farms on January 1 should average about 
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2,000,000 larger than the same period in 1939. 
This simply means that slaughter of livestock will 
remain on a relatively high plane for 1940, and 
despite greater consumer purchasing power, heavy 
supplies have resulted in outstanding weakness 


in the price structure. Prices will continue on a 
low plane during the near term. 


Dairy Products 


The usual seasonal price increase in butter, 
cheese and eggs was held on a minimum basis this 
year, chiefly because of large supplies. Normally, 
this period of the year registers the peak price 
levels for dairy products in general. A check-up 
reveals that the aggregate supply of butter and 
cheese is heavy in terms of indicated consumption, 
and this is likewise true in the case of eggs. Three 
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months hence supplies will be on the increase 
which will be a factor in establishing lower prices. 


The Miscellaneous Group 


It is of interest to note that items such as fresh 
vegetables and fresh fruit and canned vegetables 
and fruits all feature higher prices as compared 
with a year ago, but here again, there is no evi- 
dence of any scarcity, and price levels in recent 
weeks have moved largely on a horizontal course. 
Vegetables and fruits, both fresh and canned, are 
subject to substantial seasonal fluctuations, and 
normally, this is the period of the year which reg- 
isters maximum quotations. The price increases 
that have taken place over the course of the past 
four months tend to discount bullish forces for the 
present. 





The Problems of Financial Support for Our Voluntary Hospitals 


According to the figures given by reliable au- 
thority, the voluntary non-profit hospitals of the 
United States and Canada furnish hospital service 
to six and one-half million public ward patients 
annually, deliver annually 600,000 babies, and 
serve annually 200,000,000 out-patients at an an- 
nual cost of nearly $400,000,000. Truly this is a 
remarkable record, but can that record be main- 
tained? 


We have witnessed drastic changes during the 
past few years and the state has taken over a 
large share of the load formerly handled by 
private philanthropy which was unable to prop- 
erly handle the increasing social responsibilities 
such as relief and the care of the aged. 


Likewise, it is becoming more apparent all the 
time that the load of hospital care which has 
hitherto been carried in major part by the volun- 
tary hospitals has reached the point at which the 
load is too heavy for them to carry. There is no 
reason to believe that private philanthropy will 
offer the necessary relief. 


We have three possible courses open: 


It would be possible to reduce our standards 
and perhaps get by financially but at what a 
sacrifice in quality of service. This course 
should not be followed except as a last resort. 


The private non-profit hospitals could with- 
draw gradually from the field of charity and 
leave this work entirely to state hospitals. 
This would involve enormous expense for the 
erection of new plants and for the salaries of 
the personnel to man these hospitals, includ- 
ing the physicians. Past experience with state 
institutions except those attached to state 
universities, would indicate that such a 
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change would result in lower standards, slow 
up progress and fail to provide for the entire 
load of free hospital care. 


The other alternative is more to the point. 
The private non-profit hospitals have set 
standards as high as can be found anywhere 
in the world. There is every reason why an 
effort should be made to perpetuate this sys- 
tem. Obviously, some supplementary support 
is needed and it is increasingly apparent that 
society as a whole should provide the neces- 
sary subsidy. If the state were to reimburse 
these hospitals for the hospital care of those 
who are legitimate charges upon state funds 
there would still be enough for private 
philanthropy to do. Cooperation on the part 
of the state with these private hospitals 
would be good business for the state because 
it would save the necessity of enormous capi- 
tal outlay and would cost less than to operate 
state hospitals. Any cooperative plan, how- 
ever, should provide for reasonable state 
supervision and audit but not state control. It 
should provide for reimbursing the hospitals 
on the basis of the number of patients treated 
at a reasonable per diem rate. Financial sub- 
sidy by the state should be on a definite busi- 
ness basis and not the result of influence or 
politics. 


We must face the situation and plan intelligently 
for the future. The present system cannot con- 
tinue to function indefinitely; at least, that is my 
opinion. 


Dr. Winford H. Smith, Medical Director, in his 
1939 Report to the Board of Trustees of 
Johns Hopkins Hospital. 
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This Business of Insurance 


DON C. HAWKINS 


ceiving increasing attention from hospital 

administrators, trustees, and medical staff 
members. The reasons for this growing interest 
are not hard to find. Most important, perhaps, is 
the increasing frequency with which courts are 
showing a marked tendency to hold hospitals 
liable for the negligent and tortious acts of their 
servants and employees as well as for injuries sus- 
tained as a result of defects in premises improp- 
erly maintained. It is the exception rather than 
the rule to come across a hospital which is not 
urgently in need of funds. Even if the income 
is sufficient to provide for all the ordinary ex- 
penses of maintenance, hospitals are always eager 
to acquire surplus funds in order that they can 
improve their equipment, enlarge their premises 
or extend their service. In consequence, their 
carefully considered plans would be seriously em- 
barrassed were they suddenly required to settle 
a substantial claim by an injured party. 


Pesivin liability insurance for hospitals is re- 


Charitable Institutions Defined 


Charitable institutions may be defined as or- 
ganizations created in order to legally administer 
gifts for the benefit of an indefinite number of 
persons by relieving their bodies from disease, 
suffering or constraint, by assisting them to estab- 
lish themselves in life or by erecting and main- 
taining public buildings or otherwise lessening the 
burden of government. 


The Three Distinguishing Features of Charitable 
Institutions 


There are three distinguishing features of 
charitable institutions. First, they have no capital 
stock and no provisions for making profit or de- 
claring dividends. Second, they derive their funds 
mainly from public or private charity and dedicate 
them to the achievement of those objects and pur- 
poses for which they are created; and third, their 
Operations inure to the benefit of the public at 
large, or at least to an indefinite section thereof. 


Recognizing their importance and the desir- 
abil'ty of their continued operations, the laws of 
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some states originally sought to foster their 
growth by granting certain privileges not enjoyed 
by ordinary business, chief among these being 
the partial or total exemption from liability for 
the acts of negligence of their officers and em- 
ployees. Such exemption did not apply in all states. 
And in those where it did, it was by no means 
uniform. A review of the decisions indicate that 
three doctrines at one time were advanced as legal 
justification for the granting of immunity. 


The Trust Fund Doctrine 


The-trust fund doctrine was perhaps first, this 
theory being that the funds of the corporation 
are the subject of a charitable trust and that per- 
mitting the recovery of a judgment against the 
institution would be illegal diversion and waste of 
the estate. 


The Waiver Theory 


The waiver theory, next adopted, stands on the 
principle that one who becomes a beneficiary of 
a charity impliedly waives any claim of liability 
against it for the negligence of its agents or serv- 
ants provided that there was due care used in the 
selection of servants. 


The Doctrine of Public Policy 


Finally, there was the doctrine of public policy 
which is to say that since charitable institutions 
are created for the purpose of serving the public 
and usually seek or require no profit for so doing, 
they are entitled to exemption from liability in 
the event of injury resulting from their negligent 
acts. 


A review of recent decisions indicates that the 
trust fund doctrine is now obsolete and followed 
by comparatively few states. 














The waiver theory is also faulty. When one 
becomes the beneficiary of a charity he does not 
agree to give up any of his rights. In fact, he 
is not even asked to do so, and in many instances, 
he would be in no mental or physical condition to 
consider the matter if it were brought to his at- 
tention. 


Last, is the elastic “Public Policy” doctrine 
which seems to be the underlying basis of all 
theories of exemption. The term is in its nature 
uncertain, and is dependent upon the habits and 
temperament of the times. For example, a de- 
cision of the supreme court of the state of Minne- 
sota declared: 


“We do not believe that a policy of irre- 
sponsibility best subserves the beneficent pur- 
poses for which the hospital is maintained. 
We do not approve the public policy that 
would require the widow and children of the 
deceased, rather than the corporation, to suf- 
fer the loss incurred through the fault of the 
corporation’s employees, or in other words, 
that would compel the person damaged to con- 
tribute the amount of their loss to the pur- 
poses of even the most worthy corporation. 
We are of the opinion that public policy does 
not favor exemption from liability.” 


A judgment of $6,500.00 was recovered. 


In the state of California as recently as Decem- 
ber, 1939, the supreme court said: 


“The hospital is rarely maintained upon the 
donation of one charitably disposed individ- 
ual. This is a business enterprise which, al- 
though it may be the recipient of some dona- 
tions, is able to carry on its work because the 
aggregate amount received from paying pa- 
tients is sufficient to meet the expense of ad- 
ministration to those patients and also to 
others accepted at a reduced rate or without 
charge.” 


It was also pointed out that hospitals have 
changed their status from an organization founded 
on generosity to the modern institution which 
is non-profit rather than charitable. 


The decision affirmed the judgment of a superior 
court in favor of two plaintiffs for $2,250 and 
$3,000. In one group of states where the courts 
have had occasion to rule on the question, they 
have permitted recovery by strangers and third 
persons when they are damaged by reason of neg- 
ligence attributable to charitable institutions. 


The Hospital’s Responsibility: to the “Stranger” 
or “Third Person” 


Although the term “stranger” and “third per- 
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son” are often used synonymously, the former 
usually designates not only a person who is not 
a recipient of any of the benefits provided by the 
institution, but one with whom it has no dealings 
of any nature, as for example, a pedestrian who 
is caused to fall by reason of a defective sidewalk, 
or a motorist whose automobile collided with an 
ambulance on the public highway. A “third per- 
son” may have dealings with the charity but not 
such as render him a recipent of its benevolence. 
Salesmen, repairmen, employees of contractors or 
public utilities who call in the course of their 
duties would be so designated, or any person who 
has a lawful right to come upon the premises. 


There are some decisions, however, holding that 
a visitor to a patient in a hospital is not a stranger 
or third person, as herein described, but a recipi- 
ent of the benefits of the charity and net entitled 
to recover whereas one who transports a patient 
thereto is a stranger and not so restricted. This 
distinction is recognized in New Jersey, for ex- 
ample, but is definitely repudiated in Tennessee 
and Connecticut. 


Liability of Hospitals in Tort 


The liability of hospitals in the sense in which 
we are here discussing it, arises in tort. A tort 
is a legal wrong causing personal injuries or loss 
of money or property and the proper remedy is 
an action for damages. 


Of all types of tort or legal wrongs, that desig- 
nated ordinarily as negligence causes the greatest 
amount of difficulty for hospitals. Negligence is 
more commonly defined as an improper regard for 
the safety or another’s person or property. 


The Law of Negligence 


Negligence is a question of fact. It is not de- 
fined by statute. Hence, what constitutes negli- 
gence in any particular set of circumstances de- 
pends on the opinion of the jury. 


By what right may courts take your money 
and order it paid to another? The law requires 
that property be maintained and business be con- 
ducted with due regard to the public safety and 
property of others. Failure to exercise “reason- 
ble” care constitutes legal liability. But the law 
does not permit the property owner to define “rea- 
sonable” care. That is reserved for the courts. 
And therein is the entire solution of most of the 
problems, in connection with this point. 


Anyone who owns, leases or uses property, any- 
one engaged in a business or profession, is subject 
to the laws of negligence. So are persons or corpo- 
rations acting as administrators, executors or 
trustees. 
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In general any member of the public is a poten- 
tial claimant. The term “public” comprises any- 
one not an employee of a defendant. Liability 
to employees has generally been defined in work- 
men’s compensation laws. 


Elements That Influence the Amount of Damages 
Assessed 


The amount of damages assessed by juries is 
not fixed by the cause of injury nor does it have 
any regard to the defendant’s ability to pay, or 
to whether he’ is insured. It is determined by 
sex, age, income and extent of injury of the claim- 
ant. The attitude of juries and of claimants, and 
the cause of accidents all surround and influence 
the extent of legal liability for bodily injury and 
property damage. 


Many rash statements have been made, but the 
cases on this subject present an almost hopelessly 
tangled mass of reason and unreason, such as is 
not often encountered in law. The legal profes- 
sion is generally not in favor of granting im- 
munity on any theory. 


The Necessity for Hospital Insurance Against 
Public or Liability Hazard 


With the increasing demand upon limited hos- 
pital budgets, conscientious hospital officers do 
not wish to see hospital funds dissipated by the 
payment of damage claims and a great many hos- 
pitals have found it advisable to protect them- 
selves by carrying liability insurance. To protect 
the hospital funds against awards for damages 
and the necessary costs of law suits, and to pro- 
tect the public, it is important that hospitals carry 
fuli insurance against every public liability hazard. 


Generally speaking, policies available to hos- 
pitals leave much to be desired. First, they are 
written for various segments of the total risk 
and to be completely protected a hospital would 
have to have at least five policies or endorsements 
to policies, such as (1) general hospital liability 
including malpractice, (2) owners, tenants and 
landlords’ liability, (3) druggists’ liability, (4) 
products’ liability, (5) elevator liability, (6) con- 
tingent liability which protects the hospital 
against claims arising from acts of independent 
contractors or their employees during alterations 
and repairs. 


Second, some ‘hospitals own automotive equip- 
ment and each car must be insured, and where 
no cars are owned by the assured, there is a ques- 
tion of non-ownership liability to protect the hos- 
pital against claims arising as a result of cars or 
ambulances being used for hospital purposes. 


Third, some hospitals own. property not used 
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for hospital purposes and here too they assume 
liability which may become the basis for a claim. 
It can readily be seen that in addition to having 
a large number of policies, that each policy must 
be selected with great care to make sure that poli- 
cies as a group do not exclude the very coverage 
that the hospital needs most. 


Watching the Policy’s Exclusion Clauses 


As an example, the exclusion clause in the pol- 
icy of several companies includes this statement: 
“The company shall not be liable for damages 
caused by any person giving treatments while 
under the influence of intoxicants or drugs, or in 
consequence of an unlawful act.” There are many 
more exclusions which might work a hardship 
upon the hospital and its officers in the event of 
a claim. You have only to read your own policies 
to find whether this statement applies to your 
hospital. Ordinary policies offer insurance against 
carefully defined occurrences and the event pro- 
ducing the loss must come within the scope of one 
or more of these policies to make the insurance 
of value. 


Of course anyone can argue that a hospital 
should not have protection when its employee is 
intoxicated or when they engage in an unlawful 
act or when the party responsible fails to report 
the installation of an elevator or any alteration 
to the premises; on the other hand it is at this 
time when the insurance is needed most, and in 
the event of an accident, there is no insurance, 
and in almost all instances a clear cut case of lia- 
bility. And why have insurance that does not 
protect. 


The Trend in Insurance 


The trend in insurance is toward comprehensive 
coverage, and the ideal contract for hospital is a 
policy prepared to overcome all of the objections 
to existing forms. 


Hospitals should have a public liability policy 
which fits the risk and not rely on the risk to fit 
the policy. The insuring clause should include, 
in addition to the corporation itself, the officers, 
directors, trustees and administrator, as individ- 
uals. It should agree specifically to pay all loss 
by reason of liability imposed by law, for damages 
on account of injuries, including damages allowed 
for loss of services and expenses, and not be lim- 
ited only to “bodily injuries accidentally suffered.” 
By this broader wording, coverage is granted for 
claims arising which are not necessarily bodily 
or accidental, such as shock, mental anguish, per- 
sonal restraint, assualt, slander, necropsies and in- 
quests. The mere specifying of these particular 
hazards in the operation of a hospital tends to 
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weaken the contract. Another particular advan- 
tage is the fact that coverage granted under the 
broader form is not limited to the actual premises 
of the assured. In fact, the policy gathers to- 
gether in one basket, figuratively speaking, a num- 
ber of policies which were formerly available only 
separately, eliminates the disadvantages of sep- 
arate policies and consequent gaps, even when 
issued in the same company, and greater gaps 
when written in different companies. The policy 
should be written for a period of three years in 
order to take advantage of the reduction in cost 
by so doing. Arrangements can be effected for 
the payment of the three year premium on an 
annual basis thus achieving a saving to the hos- 
pital without putting too much expense in any 
one year. 


Inasmuch as each hospital is affected by the 
present tendencies of the courts and any solution 
will benefit them equally, it is necessary to pool 
all loss information such as settlements, adjust- 
ments and expenses, in order that hospitals as 
a@ group may possess full information and tabulate 
statistics on actual experience. 


The average individual can no more spare the 
time to master the technical details of insurance 
than he can equip himself to handle his own legal 
affairs or prescribe his own remedies when he 
needs a doctor. 


The Insurance Advisor 


The competent agent or broker through years 
of intensive, intelligent study, and practical ex- 
perience, has gained broad knowledge of insur- 
ance. His careful and conscientious analysis of 
insurance needs, inspires the same confidence and 
trust that determine the choice of a doctor or 
lawyer. 


I mention this in an effort to point out the im- 
portance of the individual administrator obtaining 
the services of competent insurance men in their 
own communities. These men are your silent 
partners. Insurance costs (premiums) are based 
on experience which means losses paid and in- 
curred, plus expenses paid and incurred. In order 
to reduce hospital premiums, certain services in 
the way of inspections, engineering, accident pre- 
vention and safety work is of paramount impor- 
tance. The extent of its importance can be recog- 
nized if we understand that only 10 per cent of all 
accidents are due to so-called acts of God or con- 
ditions beyond control. The other 90 per cent are 
not truly accidents, they are due entirely to human 
failures and carelessness. 


Figures compiled for a recent year reveal that 
liability costs or losses totaled $148,000,000, not 
including unreported sums paid in settlements 
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made out of court. Of this sum, individuals and 
corporations who were either uninsured or under- 
insured sustained losses of $111,000,000. Insur- 
ance companies paid the balance. 


Determining the Causes and Frequency of 
Accidents 


Studies are constantly being made to determine 
the cause and frequency of accidents. Each build- 
ing, due to its type of construction, size and age, 
may present a somewhat different problem, but 
in general there are certain hazards common to 
all buildings, which are responsible for the major- 
ity of the accidents. An interesting analysis of the 
causes and methods of accident prevention in 
public places, which included hospitals, hotels, 
apartments and vacant property, during a three 
year period, showed 259 accidents reported as 
occurring on these properties. Investigation 
showed in 28 cases accidents were so minor or 
non-negligence was so clearly evident, no pay- 
ment was made. Six were the fault of others, but 
in 225 cases, personal injuries caused losses in- 
volving payment of $41,800 for doctor bills and 
hospitalization charges. Further investigation 
showed conclusively that 79 per cent of these 
injuries were preventable by corrective means, in 
many cases at no cost. 


The Value of Periodic Inspections 


These facts clearly demonstrate the value of 
regular inspection by competent safety engi- 
neering. 


Accidents due to mechanical failure are very 
infrequent due to three factors: (1) maintenance 
contracts which many building owners carry with 
elevator manufacturers, (2) regular inspections 
by insurance companies; and (3) standards set 
up by some states. 


It is not the big things but the little ones so 
frequently overlooked which become hidden haz- 
ards resulting in accidents. Hospital administra- 
tors should be vitally interested in eliminating ac- 
cidents not alone from the important human angle, 
but from another of equal importance. The amount 
of negligence which can be proved against the 
management is often used in court as a yardstick 
for a damage claim. In many instances accidents 
damage costly equipment, cause well-trained em- 
ployees to lose time, waste employees time in 
court, where claims result in suit, and give rise 
to the thought that possibly the management is 
not efficient. 

It is necessary in the interest of hospitals and 
the public for the Association to work on behalf 
of its members, in standardizing and stabilizing 
practices which seem to be desirable and construc- 
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tive. The American Hospital Association has 
shown definite interest in this problem. Through 
their insurance committee they are approaching 
the problem fundamentally on a national scale and 
information is being gathered which should bene- 
fit all hospitals. 


The California Hospital Association was per- 
haps first to organize an insurance program which 
in principle would be well for other states to fol- 
low, and we refer you to a report by M. R. D. Bris- 
bane, former president of the Association of Cal- 
ifornia Hospitals, published in HOSPITALS in 
January 1939, and also to an article by George 
U. Wood, administrator of the Peralta Hospital 


of Oakland, California, published in Modern Hos- 
pital in November 1938, entitled “Hospital Lia- 
bility Insurance.” Hospital administrators and 
trustees should also acquaint themselves with the 
facts contained in an article by Dean Wiiiam 
Spencer of the University of Chicago, entitled 
“Legal Aspects of Hcspitals,” published in the 
November 1939 issue of HOSPITALS; also “The 
Position of Private Hospitals in State Laws” by 
Sister M. Ann Joachim, published in Hospital 
Progress in August 1939; and there should be in 
every hospital library a book soon to be published 
by Hayt & Hayt of the New York bar, dealing 
with the Legal Aspects of Hospital Practice in all 
states. 





Texas State Hospital Association 


The Eleventh Annual Assembly of the Texas 
Hospital Association will convene in San Antonio, 
February 22-24. Meeting with the Hospital Asso- 
ciation will be the Texas State Associations of 
Nurse Anesthetists, Record Librarians, Occupa- 
tional Therapists, and Physical Therapists. 


In keeping with its traditional policy, the pro- 
gram of the Assembly will be of great interest, 
with the more important problems of the hospital 
field being presented by state and national hos- 
pital authorities. 


The program, with its fine educational and tech- 
nical exhibits, will attract an unusually large 
attendance from neighboring states as well as 
Texas. 


Among the people prominent in the hospital and 
allied fields who will participate in the Assembly’s 
program, arranged by President J. H. Groseclose 
and his assistants, are Mrs. John G. Benson of 
Indianapolis, Indiana; C. Rufus Rorem, Director 
of the Commission. on Hospital Service, Chicago; 
Bertha E. Beecher of Cincinnati, Ohio; Clara 
Quereau, New York City. 


The guest speaker at the Annual Banquet will 
be Rev. Alphonse M. Schwitalla, S.J., President of 
the Catholic Hospital Association of the United 
States and Canada, who will address the Assembly 
on “The National Health Program.” 


Albert H. Scheidt Goes to Michael Reese 


Albert H. Scheidt, director of the Chicago Hos- 
pital Council, has resigned to accept the position 
of assistant to the superintendent of Michael 
Reese Hospital, Chicago. 
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Mr. Scheidt came to the Chicago Hospital Coun- 
cil from Indianapolis, where he had made an en- 
viable record as assistant superintendent of the 
University Medical Center. He succeeded Dr. 
Arnold F. Emch as director of the Council less 
than a year ago. His commendable work with the 
Council has merited the appreciation of all of its 
members. 


A False Report 


There was a persistent rumor during and after 
the close of the American Hospital Association 
convention in Toronto that a representative of an 
American firm going to the convention had been 
detained by the Canadian immigration authorities 
and interned for the duration of the war because 
of his alleged German citizenship. 


This rumor has been very carefully investi- 
gated. The Canadian authorities advise that no 
person attending the American Hospital Associa- 
tion convention. has been interned and none were 
detained. 


Rumors of this character, without foundation 
on fact, not only constitute an injustice to the 
Canadian immigration authorities and other 
Canadian authorities who were most gracious in 
the extension of their hospitality and who did 
everything within their power to facilitate the 
entrance and departure across their borders of 
guests from the United States and other countries. 
The Canadian authorities have been uniformly 
courteous to visitors from the United States who 
entered Canada either for business reasons or on 
pleasure tours, and it is to be regretted that any 
reports that would in any way discourage visitors 
from enjoying the hospitality of Canada should be 
circulated among the American people at this or at 
any other time. 
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Services of the National Bureau of Standards 
to Hospitals and Similar Institutions 


ROBERT A. MARTINO 


ily a service organization working in the in- 
terest of industry, government, and the 
public. 


Te National Bureau of Standards is primar- 


The act establishing the National Bureau of 
Standards in 1901 sets forth that 


“The Bureau shall exercise its functions 
for the Government of the United States; for 
any state or municipal government within the 
United States; or for any scientific society, 
educational institution, firm, corporation, or 
individual within the United States engaged 
in manufacturing or other pursuits requiring 
the use of standards or standard measuring 
instruments.” 


The Duties of the Bureau 


Among the appropriate duties of the Bureau 
are the “solution of problems which arise in con- 
nection with standards,” and “the determination 
of physical constants and the properties of ma- 
terials.” As the agency of the United States 
Department of Commerce in the field of standard- 
ization, therefore, the Bureau carries out its func- 
tions through cooperation with national technical 
societies in matters concerning scientific research; 
trade associations with regard to the development 
of industry standards; government agencies (Fed- 
eral, state, and local), particularly in the field of 
purchasing; and manufacturer, distributor, and 
consumer groups relative to standards, specifica- 
tions, recommendations, and quality-labeling. 


In rendering service to governmental agencies, 
relative to research on materiais and testing of 
commodities purchased by these agencies, the Bu- 
reau obtains much first-hand knowledge and in- 
formation concerning the types, quality, and 
grades of these items and their performance in 
use. Among the articles tested and inspected by 
the Bureau, there are many which are utilized by 
hospitals and similar institutions. 


Building Materials and Supplies 
To begin with, there are used throughout hos- 
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pital buildings many materials and supplies com- 
mon to all structures. Thus, the Bureau’s tests 
of electric lamps for the Federal Government 
(purchases of which amount to more than 4,000,- 
000 lamps in a single year); also the testing of 
and research on paints, varnishes, floor protective 
materials and other items are all of value to 
hospitals. 


In the instances of investigational and research 
work, many of the results obtained therefrom are 
of particular benefit to hospitals and similar in- 
stitutions. The present building material pro- 
gram in accordance with which there are being 
conducted investigations and tests of the physical 
properties of materials entering into housing con- 
struction is of major importance to hospitals. 
There are also available, now, reports concerning 
investigations in the following fields: Perma- 
nency of building materials, particularly with ref- 
erence to durability of masonry; plaster; stucco; 
wallboard; floor covering; roofing materials; ther- 
mal insulating materials; plumbing pipes and 
joints; and metals used in dwelling construction. 
These reports, known as “Technical Information 
on Building Materials,’ present, very briefly, es- 
sential facts developed through research work at 
the National Bureau of Standards, and refer to 
more comprehensive publications where methods 
of investigation and results obtained are given 
in greater detail. 


Continuous research is requisite, for the purpose 
of keeping standardization of vitreous-enameled 
metal for refrigerators, stoves, table tops, sinks, 
and bath-room fixtures abreast of the ever-increas- 
ing uses of this material. The Bureau is cooper- 
ating with interested groups in promoting a 
steady improvement in these products, and while 
its work benefits the public as a whole, it should be 
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of particular benefit to those engaged in the actual 
construction and operation of modern hospitals 
or similar institutions. Of importance also to hos- 
pitals is the work of the Bureau relative to gas 
service and burner design. Experimental studies 
in the interest of the gas consumer have led to 
the development of safe and efficient burners and 
heaters. 


The aforementioned work on research and test- 
ing of paints and varnishes is conducted on an 
elaborate basis at the Bureau. Data on the proba- 
ble life of paint and varnish, obtained as a result 
of experimental studies and tests are utilized in 
the preparation of governmental specifications for 
these materials. 


The brief character of this paper does not per- 
mit a listing of all the items used in hospitals 
on which the Bureau conducts investigations, test- 
ing, and research. However, a brief description 
of some of the items appearing under the more 
general headings will serve to give some idea of 
the Bureau’s activities and services in this field. 


Dental Research 


One type of research which is well worth men- 
tioning, and one which affects every one, has to 
do with human teeth. For more than ten years, 
an extensive research program has been main- 
tained in cooperation with the American Dental 
Association. Current results of this research are 
made available to the dental profession. Dental 
amalgam fillings have been used for more than 
100 years, but it is only recently that the dentist 
has been advised on the two greatest defects— 
excessive shrinkage and flow. The dental research 
program which is a continuing one at the Bureau 
has attacked these defects and rated manufac- 
turers’ products, with the result that defective 
amalgams do not appear on the market. 


Rubber Products 


The Bureau’s research and testing work on rub- 
ber and rubber products is conducted for pur- 
poses of formulating specifications and test meth- 
ods for a variety of products including tires, 
hospital and household rubber supplies, and sev- 
eral kinds of rubber hose. Another type of activ- 
ity deals with the dissemination of information 
concerning production, properties and care of rub- 
ber, and rubber products. Letter circulars have 
been prepared especially to inform the many in- 
quiries concerning these studies. 


Detergents 


Detergents, including soaps and other cleaning 
materials, are essential in maintaining the appear- 
ance and sanitary condition of hospitals as well as 
the home, and it is equally important that they 
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be suitable for use on the surfaces to be cleaned. 
The Bureau cooperates with the manufacturers in 
improving the quality of these substances. 


Textiles 


Textile studies at the National Bureau of 
Standards are concerned with a variety of prob- 
lems which are of interest not only to hospitals 
and other institutions, but to manufacturers, 
technicians, scientists, and the public. The sub- 
jects of these studies range from a consideration 
of the ultimate nature of the fibres themselves, 
through investigations of the relation of the yarn 
and fabric construction and finish, to the proper- 
ties of the finished fabric. Questions of utiliza- 
tion, storage, and maintenance are also the bases 
for study. Many of these studies have led to the 
development of standards, specifications, and test 
methods covering items for hospital use. 


Thermometers 


Fever thermometers are used in every hospital 
and in almost every household. The Bureau has 
established the test methods and almost all of 
the specifications for fever thermometers and 
these are now incorporated in a commercial stand- 
ards for clinical thermometers (CS 1-32). The 
purchaser for hospitals can, and usually does, get 
thermometers which meet this standard. 


Weights and Measures 


The subject of weights and measures is of great 
importance to everyone. The National Bureau of 
Standards renders a nation-wide service to the 
public through the direct or indirect standard- 
ization of devices used for weighing or measuring. 
Much of this work is, no doubt, of great value 
to hospitals. The medical profession, the mem- 
bers of which being entrusted with human life, 
find that accurate weights, measures, and scales 
are of vital importance in their calling. 


The results of much of the Bureau’s work in 
the investigation of the properties of materials, 
whether undertaken for governmental or non- 
governmental agencies, are utilized in the prep- 
aration of commodity specifications. 


Federal Specifications 


Members of the Bureau staff take an active 
part in the work of many technical committees of 
the Federal Government, particularly those en- 
gaged in the preparation of specifications. The 
Bureau is represented on 62 of the 71 technical 
committees of the Federal Specifications Execu- 
tive Committee, functioning to date. It furnishes 
chairmen for 30, vice-chairmen. for 7, and secre- 
taries for 3 of these technical committees. In this 
way the results of the investigations and tests 
conducted in the Bureau’s laboratories are made 
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available to these committees in formulating Fed- 
eral specifications. 


The Federal Specifications Executive Commit- 
tee prepares purchase specifications for the use 
of all Government departments and establish- 
ments. These specifications embody the best 
judgment of all Federal agencies as to the re- 
quirements for a given commodity which will give 
satisfactory service at the lowest coct. The pro- 
cedure for the formulation of a Federal specifi- 
cation is as follows: The need of a specification 
for a given article or material is fully considered 
by the Federal Specifications Executive Commit- 
tee. If the specification is to be prepared, the 
work is assigned to a technical subcommittee com- 
posed of representatives of each branch of the 
Federal Government interested in the particular 
subject. 


After examining all existing specifications for 
the commodity in question, the Committee either 
selects one of them as written, or finds therein 
the basis for a new specification which will be 
suitable for the uses intended by all procurement 
officers in the Federal Government. The proposed 
specification is then submitted to all governmen- 
tal agencies and interested trade associations for 
review. All comments emerging from this review 
are referred to the technical committee for its 
guidance in. appropriately amending the initial 
proposal. When the final draft of the proposed 
specification has been approved by that commit- 
tee, and also by the Federal Specification Execu- 
tive Committee, it is promulgated by the Director 
of Procurement, as a Federal specification for use 
by all Government departments when purchasing 
the commodity specified. The specification so 
promulgated remains in effect until it is either 
rescinded or revised. 


Up to the present time, the Federal Specifica- 
tions Executive Committee has adopted and pro- 
mulgated more than 1250 Federal specifications 
covering a wide range of commodities, many vf 
which relate to items commonly purchased by hos- 
pitals and institutions. Of special interest are 
groups of specifications covering animal products, 
brooms and brushes, chemicals, cleaning and pol- 
ishing materials, electrical products, fruits and 
fruit products, furniture, glassware, hardware, in- 
struments, meats and sea fvods, paints and var- 
nishes, paper products, rubber goods, textiles, 
vegetables, and dairy products. 


From the Bureau’s knowledge and experience, 
it has been learned that the use of Federal speci- 
fications has had a profound effect in industrial, 
governmental and institutional purchasing. 


Commercial Standards 
The National Bureau of Standards aids business 
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and user groups in the voluntary establishment of 
grades, quality, and other standards as a national 
basis of purchasing, testing, marketing, and cer- 
tification of manufactured commodities other than 
foods and drugs. These are known as commer- 
cial standards and set limitations below or beyond 
which the quality or grade of a commodity should 
not fall. 


These standards, of which there are now more 
than 70, covering a wide range of commodities, 
facilitate for the small as well as the large pur- 
chaser, both public and private, the specification 
method of buying. Included among this number 
of commercial standards are the following which 
are of direct interest to hospitals and similar in- 
stitutions: blankets, wool and part wool; bone 
plates, steel and screws; gloves, latex and rubber, 
surgeons; mattresses for hospitals; hospital rub- 
ber sheeting's; and clinical thermometers, this last 
standard having been mentioned previously. 


The effectiveness of each specific commercial 
standard is increased through the use of volun- 
tary guarantees on invoices and labels, or by 
marks on the commodities themselves. Such guar- 
antee statements, labels, and marks are enforce- 
able as a part of the sales contract, directly 
through the courts, or by the Federal Trade Com- 
mission under its authority to act in the public 
interest in matters involving unfair methods of 
competition and deception, in interstate commerce. 
Further, these commercial standards are of real 
benefit to institutional buyers to the extent that 
they afford a ready means for checking or inspect- 
ing the grade or quality of the material delivered 
on contracts based on the standards. 


Simplified Practice 


The National Bureau of Standards also serves 
as a clearing house or centralizing agency through 
which manufacturer, distributor, and consumer 
groups cooperate in furthering a nation-wide pro- 
gram for the elimination of excessive and need- 
less variety of sizes, types, and dimensions of 
manufactured products, which cause the proc- 
esses of manufacturing and distribution to be 
more costly than necessary. 


It should be stated that simplification programs 
never originate with the Bureau, but, instead, are 
developed voluntarily by industry—manufactur- 
ers, distributors, and users of the specific com- 
modity. In this connection it is worthy of note 
that several of the most successful undertakings 
have been initiated by distributors and users. The 
Division’s function is purely cooperative, as 2 neu- 
tral coordinating body to assist in developing the 
best thought and practice in the production, sale, 
and use of manufactured articles. 
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Simplified practice offers itself as one means 
of reducing the costs of production and distribu- 
tion. Successful application of simplified prac- 
tice is dependent upon the degree of cooperation 
accorded by manufacturers, wholesalers, retail- 
ers, and consumers. The 173 simplified practice 
recommendations promulgated to date reflect ad- 
mirably the excellent cooperation received from 
these groups. In addition to industry and govern- 
ment, direct cooperators in, and beneficiaries of, 
this activity are large-contract buyers or purchas- 
ers for public and private hospitals and similar 
institutions. 


Some of the recommendations already estab- 
lished are of considerable interest to the hospitals. 
As a matter of fact, the members of the Commit- 
tee on Simplification and Standardization of Hos- 
pital Furnishings, Supplies and Equipment of the 
American Hospital Association, have had a con- 
spicuous part in the development of a number of 
simplification programs for such items as bed- 
steads, springs and mattresses, bed blankets, hos- 
pital beds, hospital chinaware, hospital and insti- 
tutional cotton textiles, adhesive plaster, surgical 
gauze, hospital plumbing fixtures, hypodermic 
needles, fast selvage terry towels, surgical dress- 
ings, and others. 


Certification Plan 


In order to facilitate the use of specifications, 
particularly among public purchasing agencies, the 
National Bureau of Standards inaugurated the 
certification plan. In carrying out the purpose of 
this plan there are compiled by the Bureau lists 
of manufacturers who have indicated their will- 
ingness to supply material in accordance with se- 
lected Federal specifications and commercial 
standards, and to certify to purchasers, when re- 
quested to do so, that materials supplied by them 
are guaranteed to comply with the requirements 
and tests of the specifications and standards. This 
plan has been applied already to 660 Federal spec- 
ifications and 45 Commercial Standards. More 
than 24,000 separate requests for listing have 
been received from about 14,000 firms. Copies of 
willing-to-certify lists, as they are compiled from 
time to time, are sent to all interested governmen- 
tal purchasing agencies. They are sent to others, 
upon specific request. This service, which is ren- 
dered free of charge, tends to promote economy, 
in that a wider range of competitive bidding can 
be invited, and satisfactory material can be in- 
sisted upon. 


Labeling Plan 


It has seemed probable that some of the benefits 
that large-quantity purchasers have derived from 
using nationally-recognized specifications under 
the certification plan could be passed along to the 
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“over-the-counter” buyer (the non-specifications- 
using public) by the application of a labeling plan, 
based on certified compliance with nationally-rec- 
ognized specifications “policed” by trade associa- 
tions—rather than by the Federal Government. 


With this end in view the National Bureau of 
Standards launched, some twelve years ago, the 
self - identifying quality - guaranteeing labeling 
plan. In accordance with this plan, a firm desiring 
to bring effectively to the attention of the “over- 
the-counter” buyer, at the time of making a pur- 
chase, commodities which it is willing to guaran- 
tee as complying with the requirements of certain 
nationally-recognized specifications or standards, 
places on the individual commodities or their con- 
tainers, labels which definitely identify both the 
specification and the manufacturer, or the trade 
association which holds itself responsible for the 
guarantee. 


Although the use of labels on staple merchan- 
dise is intended primarily to aid small-quantity 
purchasers who cannot be expected to buy on 
specifications, it is beneficial also to large contract 
buyers, including public purchasers for state and 
local governments, and public and private institu- 
tions in minimizing the amount of testing. 


Directory of Standards and Specifications 

A distinct service to purchasing agencies, both 
governmental and nongovernmental, for deter- 
mining whether an applicable standard or speci- 
fication exists for any desired commodity, is ren- 
dered through several publications prepared and 
issued by the National Bureau of Standards which 
cover the subject of standards and specifications 
generally. 


The first of these publications is the National 
Directory of Commodity Specifications first issued 
in 1925, and revised in 1932. In it are classified, 
indexed, and briefly described more than 6,000 
standards and specifications, including the testing 
methods, prepared by the national technical socie- 
ties and trade associations, as well as the stand- 
ards and purchase specifications of those agencies 
authorized to speak for the Federal Government 
asawhole. This directory does not reproduce the 
actual specifications, but lists them according to 
titles, designating numbers, and sponsoring organ- 
izations, and gives directions for obtaining actual 
copies of the documents. This publication is of 
great assistance to any purchasing officer in se- 
lecting specifications suited to his particular needs. 

Directory of Laboratories 

In accordance with the law, the National Bureau 
of Standards makes tests and carries out investi- 
gations for governmental agencies. Because of 
the large amount of this official work, it is imprac- 
ticable for the Bureau to make tests for other 
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groups or private individuals if existing commer- 
cial laboratories can do the work. To inform in- 
terested persons of the location of these labora- 
tories, and to aid particularly purchasing agents 
who are not equipped to make their own accept- 
ance tests of commodities purchased on contracts 
based on specifications, the Bureau has compiled 
a directory of commercial testing and college re- 
search laboratories. This directory contains a list 
of laboratories throughout the country, arranged 
alphabetically, with indications of the types of 


commodities which they are willing to test. The 
existence of this directory and the knowledge that 
purchasing agencies can at any time call upon test- 
ing laboratories to test deliveries have induced 
many purchasers to take full advantage of the 
specification-method of buying. 


It will be seen from this description of some of 
the activities that much of the Bureau’s work is 
of direct interest not only to governmental agen- 
cies and industry but to hospitals and similar in- 
stitutions, whether public or private. 
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Parasitology in the Hospital 


While hospitals are usually able to keep them- 
selves relatively free from parasites as sources of 
infection, the fact remains that they are an ever 
present threat and constant vigilance is the price 
of protection. 

Fleas 


The flea is one of the most ubiquitous and 
usually the least feared, even though one of the 
most potentially dangerous. Fleas require a warm 
bodied host for their survival, but the eggs may 
remain viable for as long as a year, even surviving 
actual freezing but not surviving a temperature 
much in excess of that of the human body. 


The rat flea is the most common carrier of 
bubonic plague, and this disease has been found 
to be endemic among rodents of all the western 
states and many of the eastern ones. Several 
small epidemics of pneumonic plague have been 
shown to have developed from unrecognized cases 
of the bubonic type. Fleas are also carriers of 
typus fever by way of the rat. Dog fleas and hu- 
man fleas have been. shown to be potential carriers 
of the ova of the dog tapeworm from dog to man. 

Lice 

Every nurse knows that occasionally she may 
find lice on a patient, usually one who has been 
living in very crowded and unhygienic surround- 
ings. Formerly the varieties inhabiting the human 
body were distinguished in three groups, but it is 
now conceded that the head louse and the body 
louse are variations of the same group. All lice 
living on the human body have powerful claws 
enabling them to cling so tightly to a hair as to 
resist mechanical removal, they fasten their eggs 
to the shaft of the hair with a glue unsurpassed 
by chemistry, and they cannot exist away from 
the human body for any great length of time. 


The human louse (head or body louse) is the 
principal agent in the transmission of typhus 
fever: The phthirus pubis, (crab louse or pubic 
louse) probably can transmit all the diseases that 
any other louse can, but this has been proved only 
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in the case of relapsing fever and dog tapeworm. 
The rabbit louse transmits tularemia. 


Mosquitoes 

We have been concerned with the mosquito as 
a disease carrier principally in relation to malarial 
fever as the mosquito which carries yellow fever 
and dengue fever has been regarded as limited 
to tropical and sub-tropical areas. But with the 
advent of the airplane which goes from tropical 
to temperate zones in a single day, there is al- 
ways the possibility of the introduction of infected 
mosquitoes into any part of this country with 
local epidemics resulting before the disease is 
recognized and precautions taken. 


Mosquitoes have also been implicated in the 
transmission of filariae, tularemia, and encephalo 
myelitis in horses and in man. 


Flies 


The common house fly is so well recognized as a 
carrier of disease as to be called “typhoid fly.” It 
breeds in filth, lives in filth, and carries the filth 
with it wherever it goes. But the common house 
fly does not bite, though it may deposit infection 
in already open and unprotected wounds. 


The smaller flies, commonly called gnats, do the 
biting, though they have not been implicated in 
the transmission of disease to man except in the 
case of filariae, although in Africa the tsetse fly 
transmits trypanosomiasis. 


Ticks 

Ticks are other potential carriers of disease. 
They deposit large numbers of eggs on the ground 
where they may survive for many years. When 
hatched the young climb a stalk of grass or weed, 
and soon either attach themselves to some warm 
blooded host or perish. Usually they are vigorous 
feeders, but in the laboratory have shown them- 
selves able to live as long as six years without 
food. Ticks have been known to be carriers of 
spotted fever, tularemia, recurrent fever and prob- 
ably of plague. 
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Interdepartmental Statistical Control 


WILLIAM L. WILSON, JR. 


human relationships and activities. There- 

fore, in a hospital they serve admirably as a 
means of analyzing, interpreting, and evaluating 
hospital operations in whole, or in part. The in- 
terdepartmental aspect limits this discussion of 
statistical control to specific departments and sub- 
departments. 


Gruman re constitute numerical records of 


The Study Committee of the American College 
of Hospital Administrators, in its analysis of the 
duties, responsibilities, relationships, and obliga- 
tions of the hospital administrator, states: 


“The administrator must coordinate the ac- 
tivities of the medical staff and of the depart- 
ments staffed by the personnel. It is neces- 
sary for the administrator to control the 
efforts of the departments within the organi- 
zation in order to prevent any clashing of in- 
terests or overlapping of time and effort.” 


To facilitate and expedite this coordination, sta- 
tistical control can be utilized as an invaluable 
instrument. 


Three Methods of Applying Statistical Control 


There are three rather distinct methods of ap- 
plying interdepartmental statistical control. 


1 The most simple method permits the admin- 
istrator to evaluate departmental activities purely 
on the basis of the most elementary statistics. 
The principal concern is whether or not any 
budgetary limitations are observed or whether or 
not the books can be balanced at the end of the 
year. Routine statistics are very meager, and spe- 
cial reports are scarcely ever prepared. When the 
latter are necessary, they are extremely difficult to 
obtain. 


2 At the other extreme is the method in which 
elaborate systems of reporting and cost-account- 
ing have been developed, producing monumental 
reports at frequent intervals, which inform the 
administrator of a multitude of activities far too 
humerous for any one man to keep in mind. Here 
are presented such facts as the cost, to the near- 
est hundredth of a cent, of a serving of tapioca 
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pudding and the total amount of time expended 
by the hospital electrician in replacing burned-out 
fuses. These examples perhaps are somewhat ex- 
aggerated, but they help to show that such sys- 
tems of statistical control are costly to operate. 
In almost all hospitals their value, in terms of 
cost, can seriously be questioned. 


3 Between these two extremes there is a mid- 
dle course that may be adopted—a happy medium 
which will provide essential data for the provision 
of adequate statistical control routinely, and which 
will make easily accessible any special information 
desired at irregular intervals. The main concern 
of the discussion, from this point on, will be with 
this specific type of interdepartmental statistical 
control. 


At home we are not apt to have porterhouse 
steak served every night for dinner, in addition 
to the regular menu, simply because once we asked 
for it. By the same token, why should a vast 
amount of statistical data be provided the hospi- 
tal administrator regularly simply because, on 
rare occasions, certain items are of importance? 


There are certain essential elements of adequate 
interdepartmental statistical control. In consider- 
ing those which seem to be most important, do 
not think that the statistical data pertaining to 
the institution as a whole have been forgotten. 
No mention is made herein, for they are of no par- 
ticular concern in this discussion. 


Occupancy and Performance Statistics 


Occupancy and performance statistics indicate 
the extent to which the various accommodations 
and facilities of the hospital are utilized by the 
patients, and by which classification of patients, 
private, semi-private, ward, or medical, surgical, 
etc. The following statistics should be available 
routinely: admissions and discharges; patient 
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days of care rendered; out-patient department 
visits; emergency calls and treatments; operations 
performed; deliveries; x-ray examinations and 
treatments; physical therapy treatments; and 
treatments and examinations given by any other 
autonomous clinical departments. 


Operating Income and Operating Expense 


Statistics of operating income and operating ex- 
pense are of vital importance when it comes to 
financial control. Of almost equal importance is 
budgetary control, which is closely linked to state- 
ments of operating income and expense. These 
statistics should reflect actual earnings and ex- 
penses, compared with anticipated earnings and 
expenses, providing a means for evaluating the 
solvency of income-producing departments and a 
means of controlling expenditures in all depart- 
ments. 


Costs of Services Rendered 


Costs of services rendered are indicated grossly 
in statistics of operating income and operating 
expense. However, from a standpoint of evalua- 
tion, various unit costs are by far the most re- 
vealing. Costs per patient day are most common, 
and from an interdepartmental angle, are very 
revealing when computed on comparable bases. It 
is not difficult, in preparing income and expense 
statements, to compute and indicate patient day 
costs, with breakdowns for departments and sub- 
departments the same as on the statement. Other 
easily computed and yet valuable unit costs of 
service rendered are costs of raw food per meal 
and served food cost per meal, laundry cost per 
pound or piece, and fuel cost per day. Other 
commonly used unit costs may be well worth pre- 
paring routinely. Obtain others only when the 
occasion demands. 


Unit Costs as Basis of Comparison 


Unit costs provide the only means by which va- 
rious hospitals or groups of hospitals can compare 
experiences. If such figures can possibly be com- 
puted on a common basis, it is well to prepare 
them for comparison with other institutions. 


In every respect, the routine statistical data 
prepared for interdepartmental control should be 
comparative. In other words, figures for any par- 
ticular period should be tabulated beside similar 
figures for the one or more comparable periods of 
previous years. 


Much data can be portrayed graphically as well 
as in written form. It is weil known that graphic 
presentations are more easily interpreted than 
any others by persons not intimately in touch with 
certain departmental details. Thus all types of 
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charts are valuable supplements to statistical data 
routinely tabulated. 


Examples of Interdepartmental Statistical Control] 


Following are a few examples of how far it is 
recommended interdepartmental statistical con- 
trol be carried: 


Certain costs of maintenance are desired. It is 
perfectly logical to set up a mechanism which will 
routinely account in detail for expenditures on, 
large construction or repair jobs. To obtain costs 
on every repair job is foolish. It will cost more 
in a clerk’s time to set up job records than it will 
for an electrician to replace a fuse or a plumber 
to open up a simply plugged drain. As a means 
of charging out to various departments the ex- 
pense of all maintenance carried on simple cost 
sheets, the same as those used for compiling jobs’ 
costs, may be utilized. The cost of time and ma- 
terials used on all minor repair jobs may be pooled 
and closed out ina lump sum. In other words, the 
cost of maintenance to each department, exclusive 
of major work, can, in this manner, be easily com- 
puted and allocated. If this procedure requires 
too much bookkeeping, allocation. of maintenance 
can be made on the basis of spot studies. 


The value of allocating all expenses, direct and 
indirect, to each division is doubtful. It requires 
a considerable amount of extra labor for results 
which are hardly revealing as often as every 
month. A cheaper way, and yet one which would 
produce results just as effective, is one which 
would schedule a spot study at periodic intervals 
to determine the efficiency of each one of these 
subdepartments. 


Dietary cost figures, accompanied perhaps by a 
chart, show the administrator all that it is neces- 
sary for him to know about that department. In 
explaining an unjustified increase in cost, the di- 
etitian occasionally may be faced with the neces- 
sity of digging up obscure figures, but this should 
not be made routine practice unless proven to be 
absolutely essential. 


It is necessary to know whether or not a certain 
department is paying for itself through charges 
made. The income and expense statements will 
reveal this. Suppose they show this to be a losing 
department financially. An analysis of all fac- 
tors involved will show whether or not expenses 
can be reduced. Possibly an upward revision of 
charges is requested. Spot studies and time analy- 
ses will give costs of actual procedures, following 
which any necessary changes may be made on a 
very sound basis. 


An asset account covering the value of stores 
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inventory is almost essential. Stock items are 
then. charged out to various departments as requi- 
sitioned. There are certain items, commonly kept 
in the storeroom, however, which may be charged 
directly to the departments using them at the 
time of purchase. Such a procedure can reduce 
materially the problem of stores bookkeeping, at 
the same time not doing an injustice to any indi- 
vidual department. Certain supplies are charge- 
able to a specific department. For purposes of 
storage, disbursement and re-ordering they should 
be kept in the storeroom, but allocation of expense 
may be made at the time of purchase, thus elim- 
inating several bookkeeping entries. 


Many other similar instances could be cited, but 
these suffice to point out the necessity of having 
certain statistics compiled regularly for purposes 
of control in the departments. Other data can. be 
ignored until such time as they become essential. 
At that time, spot studies and analyses may be 
made, providing information which is not of rou- 
tine importance to the administrator. 


Conclusion 


The extent to which interdepartmental statis- 
tical control is carried in many institutions de- 
pends in a measure upon prescribed systems of 
certain organizations. Members of the United 
Hospital Fund of New York City must prepare 
routine and standardized reports. The same holds 
true for state-aided hospitals in Pennsylvania, and 
for many other institutions with similar affilia- 
tions and obligations. Beyond such limits, inter- 
departmental statistical control depends primarily 
upon the individual administrator, or his govern- 
ing board. In exercising this control, the admin- 
istrator should obtain routinely sufficient data to 
evaluate all essentials. The system used should 
not be too costly to operate but should be set up 
in such a manner that any special information 
which may periodically be required is readily 
available. It will generally be found expeditious 
and economical to follow the middle path rather 
than becoming what might be termed a conserva- 
tive “rightist” or a radical “leftist.” 





California Legislation Relating to the 
Liability of Non-profit Organizations 


The Association of California Hospitals will 
sponsor the following legislative enactment to be 
introduced in the Legislature of the State of Cali- 
fornia at its present session: 


An act to add Section 1714a to the Civil Code 
relating to liability of non-profit religious, char- 
itable, scientific, literary, educational, patriotic 
and hospital corporations and organizations for 
the acts or omissions of their officers, agents or 
employees. 


The people of the State of California do enact as 
follows: 


Section 1. Section 1714a is hereby added 
to the Civil Code to read as follows: 


1714a. No corporation, association, fund or 
foundation organized and operated for reli- 
gious, charitable, scientific, literary, educa- 
tional or patriotic purposes, or for operating 
and maintaining a non-profit hospital or non- 
profit hospital or medical service plan and not 
organized for pecuniary gain or profit, and no 
part of the earnings of which inures to the 
benefit of any private shareholder or indi- 
vidual, or which shall be sustained in whole or 
in part by charitable contributions or endow- 
ments, shall be liable for the neglect, care- 
lessness, want of skill or for the malicious acts 
of its officers, agents or employees in the 
management of said corporation, association, 
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fund or foundation or the care, treatment or 
services rendered to or for any of its patients, 
inmates, members or. beneficiaries. Nothing 
herein contained shall be so construed as to 
impair any remedy under existing laws which 
any person may have against any officer, 
agent or employee of any such corporation, 
association, fund or foundation for any 
wrongful act or omission in the course of his 
official conduct or employment. 


An Old Hospital Closes* 


Now silence hovers where no silence was 
Despite all efforts to enthrone it there; 


Where doctors labored to remove the cause, 
And nurses toiled upon an endless stair. 


At night, the shades that haunt your empty rooms 
Listen intently for the rumbling cart 


With shrouded burden trailing potent fumes, 
And for the bells that made the night nurse 
start. 


Within your walls dark tragedy has stalked 
Hard crowded ever by newcoming life; 


Relief has smiled there; taut suspense has mocked, 
And mirth slipped slyly thru, ’tho pain was rife. 


You gave your best; but now your fires are cold, 


And yours the common fate; you have grown old. 
Tom Chekouras 


*Line o’ Type or Two, Chicago Daily Tribune, Monday, Jan- 
uary 8, 1940. 


101 








Hospitals Day by Day — Some Pointed Paragraphs 


WALTER E. LIST, M.D. 


@ The spirit of National Hospital Day is not self 
glorification of the individual hospital, but the 
participation of hospitals by individual and col- 
lective effort in demonstrating the value of hos- 
pital service. 

* * * 

How long is it since the value of the hospital 
to the community was measured popularly by the 
mortality rate? No decent hospital would now 
think of selecting its patients on the basis of the 
comparative risk involved, and no hospital should 
hasten to claim cures until they have been estab- 
lished in the follow-up clinic beyond a reasonable 
doubt. 


* * * 


Today the public is becoming more and more 
hospital conscious; they consider hospitals havens 
of mercy and rest, where there are skilled hands 
to minister to their every want and need; they 
know that they will have the proper foods, pre- 
pared in sanitary kitchens under experienced 
supervision. Hospital populations are no longer 
those who have given up hope; on the contrary, 
they enter the hospital as a means of prolonging 
and bettering life, and the majority are not dis- 
appointed. 

* * * 

“The letter of the law killeth’” in hospital ad- 
ministration, as in all other forms of human ad- 
ministration. 

* * * 

The struggle between Capital and Labor belongs 
in the political arena and not at the bedside of 
the sick in hospitals. 

* * * 

The recognition. and treatment of disease is an 

important but not an exclusive method of dealing 


with the problems of a sick man. 
*k * * 


The use of the term “incurable” should be con- 
demned as conveying the implication of finality— 
as if the social agents had passed a life sentence 
upon the patient, from which there is no appeal. 

* * * 

No philanthropist may lay the flattering unc- 
tion to his soul that his interest in the hospital 
is conclusive proof of his humanitarianism and 
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social mindedness, and that no further discussion 
on this point should be required with a beneficiary 
of his charity. 
J. W. Dove 

* * * 
@ Good hospitals are as much a benefit to the 
well-to-do of the community as to the poor. 

* * * 

In their constant endeavor to consider the weal 
of the community, hospitals would do well to re- 
member that the members of the staff and the 
employees, are also part of the comrr unity. 

* * * 

When the hospital administrator becomes aware 
of frequent absences from the clinics, he may well 
begin to examine the clinics themselves. 

* % * 

When you find that visitors to your patients 
are bringing along food for the patients, it is time 
to examine your dietary department generally, 
and the portions given to patients in particular. 

* % * 

A periodic examination of any medical depart- 
ment within the hospital may prove to be a health 
examination of patients even outside the hospital. 

* * * 

Physicians who recognize the importance of 
social and economic factors in the prevention and 
treatment of disease, are the better qualified for 
the practice of their profession. 

Boris Fingerhood 
* * * 
@ It is important that the voice of the switch- 
board operator carries with it courtesy, cheerful- 
ness, and patience, but we at the Deaconess Hos- 
pital in Evansville do not think that it ends there. 
Every member of our personnel is instructed to 
answer the telephone in the same manner. For 
example, the young lady at the cashier’s desk an- 
swers, “Cashier, Miss Brown speaking,” and the 
floor supervisor answers, “South Fourth, Miss 
Smith speaking.” This replaces the old method 
of answering just “Hello.” After this policy was 
adopted, telephone service was decidedly im- 
proved as the caller knew immediately if he were 
speaking with the right department as well as the 
employee with whom he was speaking. 
Albert G. Hahn 
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Hospital Service Plan News 


Prepared by the Commission on Hospital Service and the Council 
on Hospital Service Plans 


proved hospital service plans as of January 1, 


Tx REPORTED enrollment of 56 fully ap- 


1940, was 4,431,772. Each of the listed non- 
profit hospital service plans has met the stand- 
ards of organization, policies and procedures estab- 
lished by the Commission on Hospital Service of 
the American Hospital Association. In each in- 
stance, the plan has been organized as a non-profit 
corporation, and the provision of service has been 
guaranteed by the “member” hospitals. The Amer- 
ican Hospital Association exercises no legal control 
over the various plans, and does not issue this list 


as a guarantee of performance. 


Name of Plan 
Hospital Service Corporation of Alabama, Birm- 
MeN PUNOUDERNIOD coal a orate SO A xine ere Sk soe 
Associated Hospital Service of Southern Cali- 
ROMINA OS: VAMICLOS «5. 6.6. oi6ece bole sia sine eeearers 
Insurance Association of Approved Hospitals, 
Wakinnd,  Callornia: ... ccs .60ss ccs eieweaees 
Intercoast Hospitalization Insurance Associa- 
tion, Sacramento, California................ 
Colorado Hospital Service Association, Denver, 
Colorado 
Plan for Hospital Care, New Haven, Connecti- 
CER rat cas ce iie tne 0 Seis oie RIT ORR eee ee Ha 
Hospital Service Plan, Norwalk, Connecticut... 
Manitoba Hospital Service Association, Winni- 
POS SSINE VINEE OSES 5c 3c « corsia-o aces. 0 wie wishes Siveaeins 
Group Hospital Service, Wilmington, Delaware, 
ELLA OC) ee a eee IRDA Sean pene ie eRe 
Group Hospitalization, Washington, D. C...... 
United Hospitals Service Association, Atlanta, 
CELT C Or EAR nearer eeeieree ats creep 
Group Hospital Service of Alton, Alton, Illinois 
Plan for Hospital Care, Chicago, Ilinois....... 
Associated Hospitals of Danville, Danville, IIli- 
nois 


Decatur Hospital Service Corporation, Decatur, 
BN a rar Ges ae oid ha ars eka Sintec 
Central Illinois Hospital Service, Peoria, Illinois 
Northern Illinois Hospital Service Corporation, 
SN TE nn ches Pe hwatncuie 
Ashland Hospital Service Association, Ashland, 
OLE: 
Louisville Community Hospital Service, Inc., 
Louisville, Kentucky ...........0.ceeeeeees 
Hospital Service Association of Baton Rouge, 
a Rouge; Eeuisiana «22.6. oe.escceess es 
lint-Goodridge Hospital Service Plan, New 
Orleans, Louisiana 


Ce 


*October 1 enrollment. 


C6 6 oh -+ oF OS Oe Oe 6.0 626.0866 
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Total 
Enrollment 


57,318 
21,662 
29,000 
*19,627 
23,240 


130,664 
24,726 


22,179 


18,823 
80,000 


18,879 
16,605 
147,412 
3,111 


6,169 
11,674 


7,757 
5,786 
15,019 
2,314 


3,172 


Name of Plan 
Hospital Service Association of New Orleans, 
New Orleans; Lodisiata:.......«.ceouseces 
Associated Hospital Service of Maine, Portland, 
Maine (state-wide) 
Associated Hospital Service of Baltimore, Balti- 
more, Maryland (state-wide)............... 
Associated Hospital Service of Massachusetts, 
Boston, Massachusetts (state-wide)......... 
Michigan Society for Group Hospitalization, De- 
troit, Michigan (state-wide) ................ 
Minnesota Hospital Service Association, St. 
Paul, Minnesota (state-wide) ............... 
Group Hospital Service, Inc., Kansas City, Mis- 
souri 
Group Hospital Service, Inc., St. Louis, Mis- 
souri, (state-wide) 
Hospital Service Plan of New Jersey, Newark, 
New Jersey (state-wide) <.. 2. 6 cccccesscees 
Associated Hospital Service of Capital District, 
Aaliaings New WOG6 So vec kocaceisncwaltcaves 
Hospital Service Association of Western New 
York: Baffalo: New Vote. <cic circ caedex 
Finger Lakes Hospital Association, Inc., Geneva, 
New York 
Chautauqua Region Hospital Service Corpora- 
tion; Jamestown; New York. .......-c-cces: 
Associated Hospital Service of New York, New 
York City 
Rochester Hospital Service Corporation, Roch- 
Cake, NGWE WOES os ica cocnevcnedtoesswtes 
Group Hospital Service, Syracuse, New York... 
Hospital Plan, Inc., Utica, New York......... 
Hospital Service Corporation of Jefferson 
County, Watertown, New York............. 
Hospital Care Association, Durham, North 
Carolina, (state-wide) 
Hospital Service Association of Summit County, 
Akron, Ohio 
Hospital Service, Inc., of Stark County, Canton, 
Ohio 
Hospital Care Corporation, Cincinnati, Ohio... 
Cleveland Hospital Service Association, Cleve- 
land, Ohio 
Central Hospital Service Association, Columbus, 
Ohio 
Hospital Service Association of Toledo, Toledo, 
ONO .5 Ses 5 ce Se ecire tae ered oe Ce eneeanes 
Associated Hospital Service of Mahoning 
County, Youngstown, Ohio 
Hospital Service Plan of Lehigh Valley,. Easton, 
Pennsylvana 
Capital Hospital Service, Harrisburg, Pennsyl- 
vania 


Ce 


a 


ee 


ee 


Total 


Enrollment 


47,721 
11,922 
55,000 
221,491 
74,236 
309,216 
36,423 
96,344 
180,057 
44,237 
96,893 
2,012 
6,875 
1,358,409 
131,427 
92,565 
51,367 
3,708 
54,583 
31,641 


8,550 
8,104 


284,784 
8,304 
43,106 
32,653 
20,751 


17,127 
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Total 
Name of Plan Enrollment 
Associated Hospital Service of Philadelphia, 
Philadelphia, Pennsylvania ................ 185,252 
Hospital Service Association of Pittsburgh, 
Pittsburgh, Pennsylvania . oi... 660s0 sesso 173,171 


Hospital Service Association of N. E. Pennsyl- 
vania, Wilkes-Barre, Pennsylvania.......... 10,731 
Hospital Service Corporation of Rhode Island, 


Providence, Rhode Island (state-wide)...... 7,896 © 
Holston Valley Community Hospital Plan, 
MANWUNOTE | TRNNONBOE (3.46 <6 sisiecesee-0 o.0't.05 60 8,248 
Tidewater Hospital Service Association, Nor- 
a OEE ORE a er 17,232 
Richmond Hospital Service Association, Rich- 
SENN MUI oo Sob wb Sa dics bo wise WERE OB ee 34,609 
AO ANS 5s Gray this ico! phavssaere so Srorera GieraYele eipieaiete 4,431,772 


The following plans do not give as much coverage to 
dependents as to their employed subscribers: New Haven, 
Alton, St. Louis, Kansas City and Harrisburg require 
dependents to pay $1.00 for each day of hospital care; 
Utica requires them to pay $2.00 for each day of care; 
Flint-Goodridge, New Orleans, Manitoba, and Minnesota 
allow dependents half-coverage; Kingsport allows them 
one-third coverage; Rochester, N. Y., allows the sub- 
scriber and first dependent full coverage (except for ma- 
ternity), and the other members of the family are re- 
quired to pay $2.00 for each day of care. 


Miscellaneous 


The Decatur Hospital Service Association of 
Decatur, Illinois, reports the enrollment of 10 per 
cent of the population of Decatur. 

* %* * 


A map exhibited at the Mid-Winter Conference 
of Hospital Service Plans showed the actual 
counties in every state where a non-profit hospital 
service plan is available and is being sold. About 
750 counties of the total of 3073 in the country are 
within the field of approved hospital service plans, 
or approximately 25 per cent of all counties. The 
percentage of national population in these counties 
is approximately 50 per cent. 

* * * 


Although the enabling act introduced in the 
1939 legislature of the state of Florida was never 
reported out of committee, an enabling act re- 
stricted to Hillsborough County, where Tampa is 
located, was passed. Citizens of the city of Tampa 
are now at work on a satisfactory hospital plan 
for the area. 

% % * 

The Associated Hospital Service of Massachu- 
setts reports the following experience with sub- 
scribers who have transferred to their plan from 
other approved plans throughout the country. 
Each contract used an average of 1.139 days of 
hospital care per year, 13 out of every 100 such 
subscribers went to the hospital during the course 
of a year and stayed an average of 814 days. In 
general, experience with these subscribers is not 
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as favorable as experience with subscribers en- 


rolled directly in Massachusetts. 
* * 


The Groton Hospital, Fitchburg, Massachusetts, 
and the Shaw Hospital, Lowell, Massachusetts, 
have recently become participating hospitals in the 


~ Associated Hospital Service of Massachusetts. 


%* % a 


The Colorado Hospital Service Association has 
been granted payroll deduction by the state of 
Colorado and has enrolled nine greups of state em- 
ployees to date. 

a ee 

Group Hospital Service of St. Louis enrolled 
the wives and children only of Wabash Railway 
employees six months ago, as the railway em- 
ployees have their own system of hospitalization 
and other benefits. In checking over the first half 
year of this experiment, Group Hospital Service 
found that this dependent group has received the 
average amount of hospitalization and has helped 
to increase the reserve of the plan as a whole. 

* % * 

Will Ross, head of a hospital and medical sup- 
ply firm, and holder of contract No. 1 in group 
No. 1 of the recently organized Associated Hos- 
pital Service of Milwaukee, was also the first sub- 
scriber of the Milwaukee plan to be hospitalized. 
He entered the hospital with pneumonia. 

% * % 

Dr. S. S. Goldwater, member of the Commission 
on Hospital Service and Commissioner of Hos- 
pitals in New York, made the annual address be- 
fore the Chicago Hospital Council, in the course 
of which he said: “Provision for low income 
groups must be made in hospital insurance plans, 
and only the actual indigent persons sent to public 
institutions.” 


Medical Society Approval 


A questionnaire was recently sent by the Re- 
search Program to the 56 approved non-profit hos- 
pital service plans, to determine to what extent 
they had received official endorsement by their 
local county medical society or state medical so- 
ciety. Only three plans failed to answer the ques- 
tionnaire. 


Fifty-three plans reported that they had at least 
one doctor of medicine serving on their board of 
directors. Twenty-seven of these plans have an 
official representative of the medical society on 
their board and 9 have an unofficial representa- 
tive of the medical society on their board. A total 
of 68 per cent of those replying report some rep- 
resentation from the medical society. One plan 
reported that approval has been withheld by the 
local medical society until the society receives 4 
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majority on the board of directors of the hospital 
service plan. 


Thirty-five plans, or 66 per cent of those reply- 
ing, have formal approval by the medical society. 
Thirty-one of these plans have been approved by 
their local county societies; 4 (state-wide plans) 
by their state medical societies. Of the 31 plans 
receiving local society approval, 8 have also re- 
ceived the approval of the state society. 


Western New York Medical Plan, Inc. 


The Western New York Medical Plan, Inc., has 
been chartered, although it is not yet in operation. 
This organization was outlined by a committee ap- 
pointed by the eight local county medical societies 
in western New York. Their purpose was to find a 
way of providing adequate medical care for the 
low-income group in the population. 


The main points of their plan follow: 


1 A non-profit corporation controlled by licensed 
and active physicians in the eight counties, all of 
whom are eligible for membership, shall be estab- 
lished. 

2 The state law provides that ten per cent of 
gross income may be spent for promotion; ten per 
cent for administration (20 per cent the first year) 
and four per cent for reserves. After the first year, 
the physician-members will receive 70 per cent of 
gross income in payment of their bills. Every bill 
due will be paid on a pro rata basis. 

3 A fee schedule will establish a unit value of 
medical and surgical services for the purposes of 
reimbursement by the Corporation. 


4 Tentative premium rates under the contract 
are: $18 for a single membership; providing pro- 
posed benefits up to $200; $26 for husband and 
wife membership, providing $300 of benefits; and 
$36 for a family membership (husband, wife and 
all unmarried children under 19) providing bene- 
fits up to $400. 


On December 15, the Hospital Service Corpora- 
tion of Western New York sent a questionnaire to 
all employers in the area asking whether or not 
the hospital service plan should assume the work 
of enrollment and accounting for the medical plan, 
When set up. Ninety-seven per cent of the returns 
indicated that business men would like to see the 
Hospital Service Corporation cooperate with the 
medical plan in a joint administrative arrange- 
ment. 


On January 6 the Executive Committee of the 
Hospital Service Corporation passed a resolution 
authorizing the signing of an agreement with the 
medical plan when certain changes in details are 
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made. This agreement will effect a basis of co- 
operation between the two pleus. 


Medical and Surgical Care, Inc. 


The first non-profit plan to secure a permit under 
the provisions of Article [Xc of the New York In- 
surance Code, which was adopted especially to 
promote the organization of corporations for the 
purpose of furnishing medical expense indemnity, 
was the Medical and Surgical Care, Inc., of Utica, 
New York. This plan is affiliated with Hospital 
Plan of Utica and according to a report of the ex- 
ecutive director, H. C. Stephenson, is already in 
operation. 


Provisions of the plan in brief are as follows: 


1 Physicians’ calls including post-operative calls 
and maternity calls up to $50 for each subscriber 
or dependent per year. 


2 X-ray service after six months not to exceed 
$50 during any contract year. 

3 Pathological examinations not to exceed $35 
per year. 

4 One-half of the cost of the first thirty physio- 
therapy treatments. 

5 One-half of the cost of allergy tests or treat- 
ments not to exceed $100 per year. 

6 Maternity care after a ten-month waiting 
period—12 pre-natal and 12 post-partum calls, de- 
livery and care of infant for twelve days. 

7 The first $10 of expense in any illness, exam- 
ination or treatment shall be paid by the sub- 
scriber. 

Cost of this plan to the subscriber is $16.80 per 
year with an additional $13.80 per year for hus- 
band or wife or dependent child between 16 and 
18 years of age and $8.40 per year for each de- 
pendent child between 1 and 16. 

* * * 

Of the 21,000 employed persons enrolled in the 
Insurance Association of Approved Hospitals, 
Oakland, California, 3,500 have also become mem- 
bers of the California Physicians’ Service in the 
past three months. The non-profit hospital] serv- 
ice plans in the Bay District and in Southern Cal- 
ifornia are cooperating with the California Physi- 
cians’ Service, which is a state-wide medical serv- 
ice plan operated under the auspices of the Cali- 
fornia State Medical Society. 

% * 

Other medical service plans which are being de- 
veloped or organized in other parts of the country 
will be discussed in later issues. 


Commission and Council Meet 


On January 14, the Commission on Hosiptal 
Service and the Council on Hospital Service Plans 
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held a joint meeting in Chicago to discuss objec- 
tives for the year 1940. Present were Dr. R. C. 
Buerki, S. S. Goldwater, Dr. Basil MacLean, Dr. 
Lewis Jarrett, John McNamara, Abraham Oseroff, 
Frank van Dyk, E. A. van Steenwyk, and Dr. Bert 
Caldwell, C. Rufus Rorem and Maurice Norby of 
the Chicago office. 


The following statement of objectives for the 
next two years was approved: “Extension of the 
application of the principle of group payment for 
meeting the costs of hospitalized illness, particu- 
larly among the low income groups. 


There was discussion of the potential overlap- 
ping of functions of (a) the Council on Hospital 
Service Plans; (b) the Commmission on Hospital 
Service; (c) the Conference of Approved Hospital 
Service Plans. It was agreed that the personnel of 
the Commission and Council be designated as the 
“Administrative Board,” with Dr. Basil C. Mac- 
Lean as permanent chairman and C. Rufus Rorem 
as director. The administration of the Research 
Program and Information Service, and the ad- 
ministration of funds contributed by the plans and 
held in trust by the trustees of the American Hos- 
pital Association will be the responsibility of the 
Administrative Board. 


Mid-Winter Conference of Hospital Service Plans 


About 200 delegates and representatives from 
non-profit hospital service plans attended the Mid- 
Winter Conference of Approved Hospital Service 
Plans at the Hotel William Penn in Pittsburgh, 
January 24 to 26. 


A full report will appear in the next issue, as 
there was not enough time before this issue of 
HOSPITALS went to press to prepare a report of 
the Conference. 

* me * 
Small Town Enrolled as Group 


The town of New Milford, Connecticut, has a 
population of 3,200, reported Robert Parnall at 
the round table of hospital service plans in To- 
ronto. “A field man of the Plan for Hospital Care 
of New Haven was sent in to see what could be 
done in enrolling the town as a group, in the 
spring of 1939. He stayed there 30 days. He ap- 
proached the enrollment in the town just as if it 
were a regular employed group of people. He pre- 
sented the plan to them as thoroughly as he was 
able, and he enrolled 1200 of the population. Con- 
tracts were made effective May 1, 1939, and loss 
ratio to date has been 37 per cent. Maybe five 
years from now we may find the loss ratio will 
be 137 per cent; perhaps some day when we see 
the results in New Milford, we will continue it in 
other communities in Connecticut. 
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“We have not accepted any additions to this 
group at all, although we have had several dozen 
requests. We are not going to accept any until we 
make up our minds to go in there, at a time we 
select, and have another drive and close it again. 
We will not let people join our plan at a time that 
they want to join. 


“Enrollees in New Milford pay their hospital 
service plan dues on a direct payment basis, either 
quarterly or semi-annually. We consider this a 
‘group’ enrollment and we hope and feel that we 
have enrolled a representative group of the popu- 
lation, but time alone will tell.” 


In Print 


“Non-Profit Hospital Service Plans,” by C. 
Rufus Rorem has just appeared in print and will 
be sent to personal and institutional members of 
the American Hospital Association. 


This 180-page brochure, which is really an up- 
to-date version of “Hospital Care Insurance” is- 
sued in 1937, reviews the growth and development 
of group hospitalization from its origins. It sum- 
marizes the historical, economic, and professional 
aspects of service plans. Its chapters include such 
subjects as The Role of the American Hospital 
Association, The Approval Progran and Stand- 
ards, Legal Aspects, Hospital Contracts, etc. 


Appended to the book are the classification and 
definition of account titles, and definition of sta- 
tistical terms, prepared by the Research Program 
for the use of all approved plans; a model enabling 
act similar to that passed in 12 states during 1939; 
and the Resolution on Hospital Service Plans with 
Medical Service in Hospitals for Low Income 
Groups, approved by the American Hospital Asso- 
ciation House of Delegates at the Toronto con- 


vention. 
* * * 


Associated Hospital Service of New York has 
just issued an attractive booklet “Your Hospital 
Service Plan Contract and What It Means.” This 
contains the new agreement for protection of sub- 
scribers, how to enroll, rates of payment and the 


list of cooperating member hospitals. 
2k * * 


The Manitoba Hospital Service Association now 
sends a printed card to all subscribers who become 
hospital patients, with the following message: 
“Your admission to the Hospital has been reported 
to us, and the Hospital has been advised that the 
Association is responsible for your account within 
the terms of your contract. We trust that your 
membership may have facilitated your admission 
and will contribute to your ease of mind during 
your stay in Hospital.” 
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The Importance of an Efficient Medical Staff 


EUGENE WALKER, M.D., C.M., F.A.C.H.A. 


are built for one purpose—the care of the sick 

and injured—it seems important to realize that 
the sine qua non of a good hospital is the satisfied 
patient. These satisfied patients are the hospital’s 
best salesmen and with them its reputation is 
safe. It is this conviction governing thought and 
action which has been responsible, I firmly believe, 
for whatever success I may have had as a hospital 
administrator. 


[ar bi as hospitals, large and small alike, 


But how does one get a satisfied patient? I an- 
swer honestly and without reservation that in the 
achievement of this end the most important fac- 
tor is the medical staff. On it and its calibre 
will depend in great measure the success or failure 
of an institution. It can promote the one as surely 
as it can bring about the other. You may operate 
every other department along finely developed 
economic lines; you may buy with the greatest 
acumen and judgment; you may employ highly 
skilled and capable forces and work them to the 
best possible advantage; every feature of your 
operation, whether it applies to technique, spe- 
cialty or care, may be on the highest plane but un- 
less your medical staff is right, your institution 
will be wrong. On the medical staff rests the re- 
sponsibility for the care and cure of the patients 
and its orders must be right or the treatment can- 
not be right ; your patients will not be satisfied and 
your best efforts will result in flat failure and 
closed doors. 


The Reputation of the Hospital Reflects the 
Calibre of the Medical Staff 


No institution can possibly be bigger, broader 
hor more famous than its medical staff and so 
Closely are the two reputations and destinies in- 
tertwined that, working honestly hand in hand, 
each and every member of the medical staff can 
be individually as great as is the reputation of the 
hospital which he serves. 


Let us, however, remember that, weighing fact 
with fact, valuable as is the hospital to the com- 


_ 


aeresented at the Hospital Standardization Conference during 
Phitagurical Congress of the American College of Surgeons, 
elphia, 
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munity and the doctor, it needs the doctor more 
than he needs it. That a good practitioner can 
treat illness and guard public health without a 
hospital is no new idea. It has been done and will 
continue to be done as long as the need exists but 
a hospital without a medical staff is a recognized 
impossibility. In stressing this truth, it is not my 
intention to detract one iota from the hospital as 
an organized community benefactor. It stands 
side by side with the church, the school, the busi- 
ness institution, as one of the most important and 
necessary factors in community life. Every per- 
son is a potential patient and a hospital equipped 
for its three fold purpose of treating, teaching and 
research, stands ready to extend the service which 
the passerby of today may be seeking tomorrow. 


Selecting the Medical Staff 


Admitting then that an efficient medical staff is 
so important, how does one get such a staff? The 
selection is not an easy task. In my opinion, the 
first step should be the careful setting up of a 
board on staff appointments on which the hospital 
administration and medical staff should have rep- 
resentation. I believe it wise to have the staff 
representation from the older men who have al- 
ready received whatever the hospital can. bestow 
in the way of honor and thus the question of 
personal feeling or jealousy, if you please, will be 
at a minimum. This board should carefully con- 
sider the appointments to be made and make them 
on the basis of merit only. In the American Col- 
lege of Surgeons’ Minimum Standard for Hos- 
ptials, paragraph two reads as follows: 


“That membership upon the medical staff 
be restricted to physicians and surgeons who 
are (a) graduates of medicine of acceptable 
medical schools, with the degree of Doctor of 
Medicine, in good standing, and legally 
licensed to practice in their respective states 
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or provinces; (b) competent in their respec- 
tive fields; and (c) worthy in character and 
in matters of professional ethics; that in this 
latter connection the practice of the division 
of fees, under any guise whatsoever, be pro- 
hibited.” 


Bearing in mind these requirements, the board 
should see that they are fully met and the final 
decision. should be on men in whom can be placed 
every confidence and from whom may be expected 
only what is for the best good of both patient and 
hospital. This board should then submit its rec- 
ommendations to the medical staff as a body. The 
staff should approve or disapprove these recom- 
mendations, following which the names, as first 
submitted, should be sent to the board of trustees 
accompanied by a notation as to the action, taken 
by the medical staff. The last word should, of 
course, come from the board of trustees. The 
board on staff appointments has an important 
function and is charged with a great responsi- 
bility. 


Apropos of this, let us consider the position of 
the physician in the community. Do we give 
sufficient thought to the fact that once a doctor 
receives his diploma, he is no longer subject to 
any organized controlling influences which may 
observe and, if necessary, check his practices? 
Unless he is conspicuously guilty of malpractice, 
he is, more or less, a law unto himself. At the 
bedside, in the home, in the institution dominated 
by social or other influences, as in. his office, the 
physician conducts his service. In the great ma- 
jority of cases the doctor’s appreciation of his 
professional obligation has proved adequate pro- 
tection for the patient. 


Lay boards also make their influence felt. 
Social and financial exigencies may lead them to 
exercise a domination which they justify on the 
ground of their financial support. They have no 
technical knowledge of the needs of the hospital 
nor of the qualifications necessary to obtain the 
most humane and scientific service. We do not 
belittle the good they do in supplying the neces- 
sary funds but the privileges they assume in re- 
turn are sometimes too great and too costly. The 
physician who secures his appointment through 
his connections, his relationship to any member of 
the governing board or by any personal lever 
other than his ability, is the product of a system, 
the evils of which should be obvious. 


The Modern Doctor in the Modern Hospital 


The modern hospital has become absolutely 
essential to the development of the modern doctor 
but it should be well remembered, as I have said 
before, that the converse is equally true; the hos- 
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pital is dependent for the development of scientific 
medical practice on the doctors and on the manner 
in which they are organized. The ideal staff or- 
ganization must unquestionably be built around 
the principle that the final responsibility for the 
professional care of the patient rests with the 
doctor and, at the same time, the hospital must 
set up such environmental factors as will insure 
to the doctor a maximum of the resources of per- 
sonnel and equipment. The successful staff mem- 
ber must, in addition to treating the patient, do 
his share towards teaching the interns, nurses, 
and other personnel. He should be interested in 
and actually do a certain amount of research work. 
As an auxiliary and encouragement to develop this 
interest and efficiency, the hospital must provide 
a good pathological laboratory with specially 
trained personnel and services available when 
needed; make an effort to procure and perform 
good necropsies; provide an x-ray department 
well equipped and under expert direction; provide 
for chemical and clinical laboratories; and provide 
an operating section quiet, efficiently run, well- 
rounded, with rooms assigned to the various spe- 
cialties, such as nose and throat, eye, broncho- 
scopy, and so on. An out-patient department is 
an important feeder to the hospital and insures a 
means of giving good after-care to those unable to 
pay the fees of a private physician. 


The Hospital Administration and the 
Medical Staff 


Now for the part of the hospital administration: 
Let us, as administrators, remember that our an- 
nual plea for support from the community rests 
not on the institution’s services, but on the physi- 
cians’ services. As Thomas R. Ponton, M.D., so 
graphically describés: “How often we see the plea 


‘Support the hospital. It treats the sick 
without regard to color or creed. It gave 

days of free care last year, etc.’ But who treated 
the sick? Who gave the free care? Not the 
bricks and stones of the building; nor the paid 
administrative staff. The doctors gave it—Yet so 
inept have physicians been in the art of publicity, 
that hospitals are hailed as models of selfless pub- 
lic spirit, while the physician is popularly por- 
trayed as part of a money-grabbing medical 
trust.” 


It should be the major aim of the hospital ad- 
ministrator to, as far as is possible, keep the staff 
happy. This can be done by granting legitimate 
requests and endeavoring always to be fair in your 
decisions. Cooperative measures such as the pro- 
viding of reasonable rates in semi-private accom- 
modations are often times a great help; thus your 
doctor may expect to collect his fee during his 
lifetime. Free hospital care for members of your 
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staff and, if possible, discount for dependents 
should be extended as a courtesy, not because of 
staff membership, but as a recognition of the 
many favors done during the years of service to 
the hospital. It is more desirable to have each 
case decided upon its merits than to have a fixed 
allowance. 


Care should be taken to guard against what 
would seem to be overcharging and when special 
charges, such as laboratory, x-ray or others begin 
to pile up, the administrator should go into con- 
sultation with the head of the department making 
these charges, decide on their reasonableness and 
as to whether or not, under certain circumstances, 
abatement should be allowed. He should listen to 
complaints, investigate them and, if he finds him- 
self or his personnel in the wrong, own-up. This 
makes for better understanding, better feeling, 
and a smoother running organization. On the 
other hand, discipline must be maintained and 
there must be no question as to the firmness of 
the hand which holds the reins and its ability to 
apply the curb, if necessary. 


Providing for Staff Members Grown Old 
in the Hospital Service 


One other point is the matter of staff division. 
There are on almost every hospital staff a few 
men who have passed the age of their best activity 
and who have served both the institution and the 
community long and well. For such service we 
wish both to honor and reward them. We should, 
therefore, make for them a place apart. To keep 
them on active service sometimes stands in the 
way of progress as after a certain age some men 
do not readily adopt new ways or advanced 
theories in medicine and surgery. If the scientific 
work of your institution is dominated by such a 
group then it will surely fall behind. It is wise, 
therefore, to create what may be called a consult- 
ing staff to which these men are retired at a given 
age, 


When governed by birthdays, these retirements 
can meet with little objection as there is no chance 
for discrimination and we have the “old men for 
wisdom and young men for war.” These positions 
are not merely emeritus in the sense used by 
mnedical schools and educational institutions as a 
Whole; they are usually the very highest order of 
800d to the hospital as well as profitable to the 
Incumbents. From their pedestal, so to speak, 
they are often sought by the younger men in 
consultation on service cases. Often times a man 
who has never had a large private consultation 
Practice finds himself most advantageously sit- 
uated in this regard and the young men learn to 
Tespect ind Jean on his mature judgment. It goes 
Without saying that for the institution the benefits 
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sultant and enlists at the same time the activities 
and energies of the younger men. 


The Hospital Intern 


Do not forget your interns, for from this group 
comes your staff of the future. Careful selection, 
good training, considerate treatment, comfortable 
living conditions, time and opportunity for recre- 
ation, vacations, frequent conferences as to prog- 
ress, complaints and compliments judiciously 
mixed, all help to make their service more valua- 
ble to themselves, the staff, and the hospital. De- 
velop during internship high ideals, a keen sense 
of loyalty and devotion to their hospital that when 
the time comes they will be eager and feel honored 
to continue in upholding the best traditions of 
service to the patient.. 


The treatment of the medical staff has become 
more and more important. Scientific medicine 
has achieved supremacy because of its great bene- 
fits to mankind. Its enviable position has attracted 
imitators and now a large percentage of the so- 
called “cost of medical care” in the United States 
really applies to some form of service rendered 
by irregular practitioners and patent medicine 
vendors. 


Irregulars and Charlatans 


The activities of irregulars and charlatans 
should not be considered as scientific medical ser- 
vice. The moneys paid to irregulars and cultists, 
uneducated, unscientific, misguided, and commer- 
cial-minded individuals, represent a goodly portion 
of the expense usually attributed to the cost of 
legitimate medical care. It is to be regretted that 
money is expended for these useless services; but 
the greatest harm lies in the fact that because of 
their contact with these irregular practitioners, a 
large number of people do not seek proper medical 
advice; their preventable and curable diseases are 
improperly diagnosed, with the result that subse- 
quent cost to the individual if and when he finally 
seeks scientific medical service is materially aug- 
mented. 


What is the difficulty? To a great extent in- 
difference on the part of our own profession. If 
we will not act to protect our profession from 
irregular cults and commercial medicine, from 
persuasive salesmen, from opposition to research 
problems necessary to the education of our doc- 
tors; if we will not insist on preventive thera- 
peutics and the control of epidemics of com- 
municable diseases, we cannot expect to preserve 
the standing of scientific medicine. 


The Influence of Personal Leadership 


How can we accomplish this? Not by paid ad- 
vertisements in the newspapers, nor by the use of 
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slush funds, but through powerful personal leader- 
ship. No one has greater influence with the peo- 
ple than the independent family doctor, with his 
half dozen to several hundred patients. When an 
effort is made to hamper the scientific activity of 
the doctor, his patients will do whatever may be 
necessary to combat the opposition if only the 
doctor will take the trouble to inform them. 


It is my opinion that in the hands of the medical 
profession is the opportunity to play a very im- 
portant part in politics if we so desire, which 
“God forbid.” If it becomes necessary, let us not 


forget this power that is ours and let us not fear 
to use it when the occasion demands. 


Recapitulation 


The medical staff is the most important depart- 
ment of a hospital. The men should be carefully se- 
lected, they must prove themselves to be good for 
the patient, they must teach, they must do re- 
search and when their turn of activity is over and 
the retirement age attained, they should be made 
consultants. Keep them happy by treating them 
fairly, making them, by a just but kindly disci- 
pline, the best to be found. 





In Treating the Patient Do We Forget 
the Man? 


When a patient enters a hospital, one of the 
first things that commonly happens to him is that 
he loses his personal identity. He is generally re- 
ferred to, not as Henry Jones, but as “that case of 
mitral stenosis in the second bed on the left.” 
There are plenty of reasons why this is so, and 
the point is, in itself, relatively unimportant; but 
the trouble is that it leads, more or less directly, 
to the patient being treated as a case of mitral 
stenosis, and not as a sick man. The disease is 
treated, but Henry Jones, lying awake nights 
while he worries about his wife and children, rep- 
resents a problem that is much more complex than 
the pathologic physiology of mitral stenosis, and 
he is apt to improve very slowly unless someone 
psychiatrically minded happens to discover why it 
is that even large doses of digitalis fail to slow 
his heart rate. 


Henry happens to have heart disease, but he is 
not disturbed so much by dyspnea as he is by 
anxiety for the future, and a talk with an under- 
standing physician who tries to make the situa- 
tion clear to him, and then gets the social service 
worker to find a suitable occupation, does more to 
straighten him out than drugs and diet. Henry 
has an excellent example of a certain type of heart 
disease, and he is glad that all the staff find him 
interesting, for it makes him feel that they will 
do the best they can to cure him; but just because 
he is an interesting case he does not cease to be 
a human being with very human hopes and fears. 
Sickness produces an abnormally sensitive emo- 
tional state in almost every one, and in many cases 
the emotional state repercusses, as it were, on the 
organic disease. 


Rock Sleyster, M.D., President 
of the American Medical Association 


Impetigo in the Hospital — Its Control 


On the belief that impetigo in the nursery of the 
newborn is spread by the attendants’ hands, Ran- 
dolph G. Flood, M.D., San. Francisco, has insisted 
that the nurses at St. Mary’s Hospital, San Fran- 
cisco, plunge their scrubbed hands in a compound 
solution of one per cent iodine and 1.5 per cent 
potassium iodide, count to ten, rinse in a saturated 
solution of sodium thiosulfate for about five sec- 
onds (until the brown stain is removed) and then 
proceed to service the infant with wet hands. The 
cost of both solutions, changed every six hours, is 
fourteen and one-half cents per liter. The results 
are soft hands for nurses, almost no cases of 
impetigo among the infants. 


——_ 


X-Ray Service Endowed 


Colonel and Mrs. J. W. Neal, prominent philan- 
thropists of Houston, Texas, have created a trust 
fund of $100,000, the interest from which will be 
paid perpetually to the Memorial Hospital, Hous- 
ton, of which Robert Jolly is superintendent, to 
provide radiological service and hospitalization, 
where necessary, to render x-ray treatment to 
patients needing such service and unable to pay. 


In 1928 Colonel and Mrs. Neal established the 
Margaret Ophelia Neal Trust for Sick and Dis- 
abled Children, in memory of their only daughter. 
The interest from this fund went to the Memorial 
Hospital, and during the eleven years of the life 
of the trust, $54,104 has been spent for the pur- 
poses for which the trust was created. 

sihgesstllpatiitoels 

Modern hospitals are teaching centers. The op- 
portunity afforded medical students to observe 
modern practices is essential to provide the best 
training in medicine. Instruction. is given to every 
patient regarding measures of prevention, means 
of alleviating or curing his illness. Extract, 

1939 Report, Jefferson Hospital, Philadelphia 
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Conference of Hospital Association Officers 


National, Regional, State and Provincial 


HE Ninth Mid-Year Conference of the Presidents and Secretaries of hospital associations 
will be held at the Palmer House, Chicago, on Monday and Tuesday, February 12-13. 


History AND PURPOSE 


It might be well to review briefly the history and purpose of the Mid-Year Conference. The 
First Mid-Year Conference was held in Chicago in February, 1932, in response to a senti- 
ment expressed at the Thirty-Second Annual Convention in Toronto that “there should be a 
friendly and frank discussion of hospital problems and plans in the operation of which the 
American Hospital Association could give greater service to the hospital organizations through- 
out the country and to the hospital field at large.” 


This Conference is held primarily for the officers and representatives of all the regional, 
and district hospital associations in the United States and Canada for the purpose of 
discussing informally the problems and needs of hospitals from the standpoint of organized 
action. Hospitals and hospital associations should plan and act jointly in working out their 
mutual problems, and the presidents and secretaries as well as the other officers and legisla- 
tive chairmen. of the regional, state, and provincial hospital associations meet for this pur- 
pose at the Mid-Year Conference. 


The Conference affords many opportunities for improvement in hospital service through 
uniform action of the various hospital associations. It enables the Board of Trustees of the 
American Hospital Association to confer with and secure the viewpoints of the other national 
and regional associations, and to become better informed as to the special as well as the com- 
mon problems and needs of the hospital field in the different areas and organizations repre- 
sented. It affords an ideal opportunity for the regional and district hospital associations to 
exchange viewpoints as to their respective problems, procedures, and accomplishments and, 
finally, it brings together the executive officers of a majority of the seventy-five hospital asso- 
ciations on. this continent which have but one ultimate objective—to help the hospitals in the 
community. 


MEETINGS 


This year, the Mid-Year Conference will begin with a luncheon to be held in the lounge of 
the Club Building of the Palmer House, Monday, February 12, at 12:30 o’clock. This luncheon 
meeting will extend into the afternoon. 


At 4 o’clock Monday afternoon the dedicatory ceremonies of the new Asa S. Bacon Library 
will be held in the American Hospital Association Headquarters, 18 East Division Street. 


On Monday evening, February 12, at 7 o’clock, the Board of Trustees of the American Hos- 
pital Association will give its annual dinner to the national, regional, state, and provincial 
hospital association executives and guests. The dinner will be held in the dining room of the 
Club Building of the Palmer House. 


The Conference will continue Tuesday morning, February 13, at 9 o’clock. This, as well as 
the other meetings, will be entirely informal and devoted to discussions and presentations of 
problems of general interest. 


OTHER GRouPS MEETING CONCURRENTLY 


Other groups meeting concurrently with the Mid-Year Conference are the Board of Trustees 
of the American Hospital Association, the Committee on Coordination of Activities, and the 
several Councils of the American Hospital Association. 


There are still tremendous possibilities for improvement in the direction of association 
development, and the potentialities for mutual understanding and joint action in the hospital 
field are without limit. The Mid-Year Conference is intended to stimulate and encourage a 
more intimate acquaintance with the problems, needs, activities and accomplishments of hos- 
pitals and their respective associations in the various parts of the United States and Canada. 
Every regional, state, and provincial hospital association should be adequately represented. 
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Collection Systems and the Problems of Write-Off 


GEORGE P. BUGBEE 


with us. Unlike the weather, we have some 

chance through our own efforts to determine 
the final accounting. However, as anyone who 
has had contact with collections will remember, 
there are those from whom payment can no more 
be expected than can blood from the proverbial 
turnip. However, they may not be those individ- 
uals who most glibly quote this old adage. 


C with vs. be they ill or fair are always 


Hospital tradition and the sad plight of those 
who need hospital service must be ever in the 
mind of each person having collection responsi- 
bilities in a hospital. However, we will all agree 
it to be socially sound that those able to pay the 
cost of illness do so. The following remarks apply 
to those who should pay this cost. 


It is assumed that every community, either 
under the control of the individual hospital or 
through some public agency, has a method by 
which necessary hospital and medical care is avail- 
able to the indigent. Those able to pay must nec- 
essarily be separated from the indigent. 


Separating Free Care from Collection Activities 


One of the basic considerations in any develop- 
ment of proper collection methods is a separation 
of the functions of the granting of free hospital 
care from collection activities. Many a poor col- 
lection loss has been classified as charity. To ask 
payment of an indigent patient causes worry, 
distress, and ill will for the hospital. To class- 
ify such an account as charity is patently a case 
in which the hospital neither has its cake nor eats 
it. On the other hand, the ambitious credit man 
may not be the most socially-minded individual 
in judging the true needs of the patient. When- 
ever possible the granting of free hospital care to 
indigents should be separated from regular col- 
lection activities. 


A System of Hospital Collections Necessary 


Hospital collections in order to be effective must 
be carried forward energetically, if possible, by 
an individual with credit experience. This indi- 
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vidual, or group of individuals, must have the full 
support of the hospital administration, including 
proper interpretation to the staff physician who 
may, on occasion, find necessary business practices 
limiting. The collection officer must have a broad 
administrative understanding. Necessary collec- 
tion methods must not close the collection officer’s 
eyes to the need for exceptions in the case of emer- 
gencies. He must be able when necessary, in the 
absence of an emergency, to make an exception 
for the good of the institution, feeling that the 
exception has made the rule. 


Who Formulates Collection Rules? 


Collection rules must first be formulated for the 
guidance of the collection officer by the adminis- 
tration. Shall deposits be required in advance? 
How much shall such deposits cover—one week, 
or the probable cost of hospital care? May a 
patient be told that the hospital requires payment 
in full on discharge? What collection methods 
shall be followed with the account unpaid at dis- 
charge? May the flagrant case of the person who 
is well able to pay, but refuses, be subjected to 
court action? These rules, once formulated, form 
the pattern for action for the collection officer. 


Prepayment for hospital care is an accepted fact 
in well-run hospitals. No other course is open to 
the hospital serving a large area, where the credit 
of each person is unknown. There is real question 
as to how much the admission deposit shall cover. 
One large hospital with good success requests 4 
deposit approximately equal to the total cost of 
service to be rendered. This deposit is estimated 
on the basis of the average length of stay in refer- 
ence to the diagnosis, and at the daily rate of the 
accommodation chosen. Many hospitals require 
only seven times the daily room rate. Whatever 
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plan, the ultimate payment plan should be dis- 
cussed at time of admission. 


The person responsible for collections should be 
located in the hospital building closely adjacent 
to the admitting department. In the small hos- 
pital the admitting clerk may fulfill the function 

f of collection officer. However, if there is any large 
number of patients, the admitting officer will not 
have time properly to fulfill collection responsi- 
bities. 


The Function of the Collection Officer 


The admitting or collection officer should dis- 
f cuss with the incoming patient the payment of the 
hospital account. If, without any question, a full 
deposit is made, further discussion is not neces- 
sary. However, if a credit problem is raised at 
time of admission, a satisfactory program for final 
payment should be fully discussed and established. 
If the patient is a wage earner, or a dependent, the 
final picture during the period of hospitalization 
is not likely to change. Resources which will be 
available for payment of the hospital bill are 
likely to be the same at time of admission, or two 
weeks after admission. The collection officer can 
easily, in almost all instances, on the basis of the 
treatment required and room accommodations, 
give the patient or his family a very fair estimate 
of the total cost of hospitalization. It seems only 
fair to the patient, and is certainly better credit 
practice to discuss with the patient the entire 
charge at time of admission, rather than to admit 
the patient with a small deposit, only to raise this 
issue when the initial deposit is exhausted. The 
. hospital loses a great psychological advantage if 
‘ the entire obligation is not discussed at the time 
. of admission. Necessarily, this discussion should 
t not delay treatment of the patient. However, in 
‘ many instances, cooperation with the admitting 
officer can satisfactorily avoid unfortunate delays. 
Close proximity of the collection office and the 
admitting department is of great assistance in 
avoiding criticism. 
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The original agreement at time of admission 
should be put in writing by the collection officer. 
Promises and commitments made at that time for 
Payment during the period of hospitalization 
should be closely followed. If payment is not made 
as agreed, the patient or responsible relative 
should be promptly consulted. When such discus- 
sions are unsuccessful, and the patient’s account 
18 unsettled at discharge, the credit officer should 
again interview the individual responsible for the 
bill. If the initial interview established an agree- 
ment for payment in advance, or before discharge, 
the poor risk is discovered while there is still op- 
portunity for forceful discussion. 
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Poor credit records mean poor collections. All 
agreements must be carefully recorded and a 
careful follow-up is imperative. The initial inter- 
view, the follow-up interviews during hospitaliza- 
tion, and the agreement at time of discharge may 
well be the excuse for establishing a collection rec- 
ord similar, if less wordy, than the medical record. 
The admitting officer may easily type a copy of the 
admission form on a sheet, which becomes the 
patient’s financial history. Following discharge 
this sheet becomes the controlling file for regular 
follow-up. All correspondence in regard to the 
patient is filed with this account, as are guaran- 
tees or references which may be secured by the 
credit officer. The face sheet of this form may 
well provide not only the data submitted by the 
admitting clerk, but weekly balances due while 
the patient is in the hospital, payments made, the 
balance due at discharge, a copy of the account 
sent the patient, and provision for follow-up 
mechanism. This sheet becomes a convenient 
record for special credit instructions given the 
collection officer by the administration. Every 
member of the hospital business office should refer 
to this file before discussing a hospital account 
with the patient or his relatives. With such a unit 
record there is no opportunity for the individual 
who may wish to cause confusion by talking to 
the information clerk at night. Each person has 
the written history which prepares him to discuss 
the situation. The notes made by workers on 
duty after hours become an. important part of this 
financial record. 


File equipment is available, which permits these 
financial histories to be charged out on the proper 
date for attention, whether it be for interview 
or a collection letter. 


Essence of Successful Credit Work 


The essence of successful credit work is con- 
sistent attention. The patient agreeing to pay 
quickly learns to ignore notices, unless they are 
received promptly at the time payment is due. 
Because the collection officer can refer to all agree- 
ments in future correspondence collection letters 
are personal and effective. Such letters are many 
times more valuable than printed notices. The 
financial history makes possible effective collection 
letters. 


If the patient fails to meet his agreement he 
may reasonably be required to write or call, out- 
lining his plans for payment. Calling to his at- 
tention a broken agreement often insures some 
reply. Such letters, alternated with monthly bill- 
ings, can bring very effective collections. Where 
the credit officer has definite information of real 
ability to pay, coupled with failure of cooperation 
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from the debtor, it may be necessary to threaten 
legal action. Each hospital may have a different 
feeling as to the advisability of carrying an oc- 
count to final suit.. If the patient is truly well 
able to pay, the account should be treated in a 
business-like manner. 


Persistent collection effort on the above prin- 
ciples will give collection results. It has been my 
experience that when such efforts are carried for- 
ward, the average commercial collection agency 
can do very little with accounts which have been 
given up by the hospital credit department. This 
has been tested on numerous occasions. It may 
be that a test of collection methods may be had 
by referring a few of the worst accounts in any 
hospital to a collection agency. If the agency 
has success in collection, I would question that 
the hospital’s collection procedure is as effective 
as might be possible. In this regard it must be 
remembered that the time for collection attention 
is during the period of hospitalization. The older 
the account the smaller the percentage of chance 
for collection. 


The Reserve For Bad Debts 


Common accounting procedure provides that a 
reserve for bad debts shall be established—a cer- 
tain regular amount being charged to expense each 
month for this reserve. The amount is normally 
figured on the basis of a certain percentage of the 
total revenue from patients. Necessarily, the per- 
centage which should be reserved varies with the 
effectiveness of collection methods in the hospital. 
This percentage is also effected by the opportuni- 
ties available to the individual hospital for secur- 
ing public or private aid for patients who are un- 
able to meet the expense of hospital care. For 
those hospitals having opportunity to secure such 
assistance for all indigent patients, it would seem 
that bad debts should not exceed five per cent of 
the accounts of pay patients, and maybe a lesser 
percentage. 


Writing off Bad Accounts 


Individual bad accounts should be written off 
several times each year. Such accounts will, of 
course, not be written off until all reasonable col- 
lection activities have been exhausted. However, 


when the ingenuity of the collection officer comes 
to an end, there is merit in writing off such ac- 
counts in order that active accounts may receive 
the maximum attention. Accounts written of 
may be established in a file, and where indicated 
reviewed once or twice a year. 


The collection officer should not have final re- 
sponsibility in charging accounts against the re- 
serve for bad accounts. He should make his rec- 
ommendation in writing on the account, and final 
transfer should be authorized by the administra- 
tor. This is the practice recommended by proper 
accounting control. Incidentally, the review of 
bad accounts furnishes an opportunity to each 
hospital administrator to judge the effectiveness 
of his collection department. Here the complete 
financial history points out weak collection proce- 
dures for the administrator. 


The adequacy of the reserve for bad accounts 
may be checked over a period of time by estab- 
lishing a column ledger—one column for each year, 
showing the total amount reserved for that year, 
and as bad accounts are written off in future 
years, the cumulative total of such accounts 
against the reserve. Over a period of time the 
total of accounts written off, plus the total of ac. 
counts for that year still in active file, may be 
compared with the amount established in the re- 
serve. Classification by age of all active accounts 
is a regular part of the yearly audit, furnished 
by the majority of public accountants. 


Proper collection procedure requires definition 
of how, when and where the account is to be paid. 
There is real benefit in having collection proce- 
dures carried forward by an individual who has 
had experience in credit work. The collection 
officer should have contact with the patient or a 
responsible relative at the earliest possible mo- 
ment. The collection department must have 
proper records. These records should provide in 
one place all information in regard to the patient’s 
account. Above all, the collection officer must be 
consistently energetic. He must be courteous, op- 
timistic in the face of failure, socially minded, and 
have a broad understanding of the interests of his 
hospital. Such a man can well earn his remunera- 
tion through added revenue and good will. 





Once in Fifty Years 


The Orange Memorial Hospital, Orange, New 
Jersey, recently admitted Mrs. Jennie Derby, age 
70, as a patient. Just fifty years ago Mrs. Derby, 
then Miss Couldan, was cared for in the hospital. 


At the time of her first admission in 1889, she 
was the 2,651 patient to be admitted; the hospi- 
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tal having been founded in 1878; and on her sec- 
ond visit, fifty years later, she was the 150,469 
patient. 

It is interesting to note that in 1889 the record 
of her case consisted of only sixteen words; 1 
1939 her record filled twenty sheets. 


HOSPITALS 








emp 
elee 
sear 
rial. 
the 

exp 
it fe 
sche 
Isn’ 
find 
rate 
pars 
seve 
peal 
mat 
fair 
pen: 


ana 
intc 
loca 
rur; 
wisi 
ica 

era 
few 
any 


the 
wel 
rel 
hos 


tho 
mig 
the 
whi 
hos 


Fe 








2 0 RR DO ~* 


La") 


ee 


Oo BR — OD ~~ KK ZR 


TD tet 








Including Perquisites 


Methods of Wage Compensation, 


JOHN N. HATFIELD 


hospital field in America with respect to wage 

compensation including perquisites paid to 
employees, more particularly as they apply to 
eleemosynary hospitals, would involve much re- 
search and the assembling of much factual mate- 
rial. As a matter of fact, we know almost all of 
the answers without going to all the trouble and 
expense of making a comprehensive survey. Isn’t 
it fair to state that there are nearly as many wage 
schedule practices in effect as there are hospitals? 
Isn’t it a fact that it would be almost difficult to 
fnd two hospitals, next door neighbors or sepa- 
rated by a span of the continent, having a com- 
parable wage scale all the way down through the 
several departments? Isn’t it true that there ap- 
pears to be neither rhyme nor reason, for that 
matter, no justification for the lack of sensible, 
fair and somewhere near-standardized wage com- 
pensation practices among our institutions? 


iE undertake an analysis of practices in the 


Factors Influencing Compensation Practices 


Quite properly it can be maintained, in any 
analysis of the subject, that there must be taken 
into consideration such factors as the geographical 
location of hospitals, whether they are urban or 
rural, large or small, highly specialized or other- 
wise. The hospital system as we know it in Amer- 
ica has been growing rapidly through many gen- 
erations. In the beginning and up to within a 
few years ago, it was a difficult matter to attract 
any but low-grade, non-professional help. It is 
a well-known fact that prior to fifty years ago 
the only hospital professionals worthy of the name 
were the doctors who were identified with the then 
relatively few institutions, almost all of which 
hospitalized only the indigent sick and injured. 


There grew out of hospital management of 
those earlier years certain customs that properly 
might be considered old-fashioned or obsolete in 
the light of modern trends. There was a time 
when the majority of employees worked at the 
hospital for little or nothing in the way of a cash 
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consideration, but received full maintenance. They 
worked every day of the week and their working 
hours, were long. Perhaps they would have a day 
off now and then, but regular vacations were not 
granted. As previously stated, skilled labor would 
not work in hospitals—pest holes as they were 
known in those days. This meant the employ- 
ment, in the main, of old men and women content 
with a place to sleep, three meals a day and a 
few dollars a month for clothes and other per- 
sonal effects. 


The Hospital Employment of the Aged and 
Physically Handicapped 


Our hospitals have not departed from certain 
of their old practices. There is a defense for it 
however. Some of our most loyal and efficient 
employees are old men and women, cripples and 
near-cripples. They came to us for a job when 
industry either kicked them out because they were 
old, or because they were injured in industry and 
then not taken back. There are many positions 
about the hospital into which these people fit just 
as efficiently as strong-bodied young men and 
women. It is doubtful that any standardized wage 
compensation schedule can be formulated to in- 
clude this group mainly because each individual 
must receive special consideration. 


Personnel management is a subject with many 
angles. Industry has spent millions of dollars 
studying it. Efficiency experts and personnel di- 
rectors have unceasingly driven ahead at the prob- 
lem which no doubt was precipitated by action of 
labor unions and more recently by various legisla- 
tive acts designed to control certain work and hour 
conditions. We must remember that hospital 
service cannot, certainly should not, be compar- 
able to industrial commodity production. 


The Attitude of Organized Labor 


Organized labor has, on occasion, severely criti- 
cized wage compensation practices in certain hos- 
pitals. It has endeavored, in some instances, to 
organize various employee groups or at least tried 
to persuade them to join with unionized industrial 
craftsmen. There have been some successful op- 
erations in this latter direction but on the whole, 
organized labor has left hospital employees pretty 
much alone. It would seem fair to state in this 
connection, that organized labor apparently recog- 
nizes that there are fundamental differences be- 
tween institutional and industrial wage compen- 
sation practices; that the two are not comparable. 
This statement is not meant to imply that hos- 
pitals have any claim to immunity from organized 
labor activity. It does suggest, however, that 
there is a great difference between commodity 
production, the cost of which is passed on to the 
consumer who may purchase those commodities if 
and when he chooses and hospital service which 
must be geared twenty-four hours of the day to 


care for the sick and injured, the majority of . 


whom cannot pay for that service. It also suggests 
that industry is concerned with an ever-changing 
payroll. Workers in the various crafts come and 
go but nearly always they are on an hourly basis 
and receive a standardized wage. It is not a mat- 
ter of life or death if production ceases for one 
or more reasons. Whatever happens, the commod- 
ity, when finished and placed on the market, is 
sold at a price that returns a profit to the manu- 
facturer. It is illogical to think that hospitals 
could, if they wished, function on a like basis, 
certainly not without a guaranteed subsidy from 
government for that explicit purpose. 


Personnel Practices in the Hospitals 


Hospitals have their personnel problems and al- 
ways will. Perhaps some day conditions will 
change to such an extent that organized labor can 
justifiably seek to regulate conditions under which 
employees shall work. If this should materialize 
there must be some fundamental changes made 
in the whole hospital personnel structure. 


It is not the purpose of this discussion to justify 
present practices with regard to handling person- 
nel either in hospitals or industry nor is it pro- 
posed to launch on a long and detailed discussion 
dealing with comparisons. It has previously been 
stated that there is no common ground for such 
a comparison. That there are major and minor 
defects in hospital personnel management as prac- 
ticed today is patent to everyone in the field. That 
hospital personnel management is receiving more 
and more attention from administrators is also 
obvious. It is a fact that there is an effort afoot 
toward standardization of working hours, wages, 
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and perquisites although the effort lacks any uni- 
versal or coordinated plan. 


I could not very well present the subject Meth- 
ods of Wage Compensation, Including Perquisites 
without alluding in a general way to some of the 
factors affecting hospital personnel management 
and calling attention to the basic differences be- 
tween labor conditions and practices in the hos- 
pital field as opposed to those in industry. 


The Cash Value of Hospital Perquisites 


The use of the word “methods” in the title of 
this discussion implies “practices.” Granted that 
the wage compensation system, as a whole, as em- 
ployed in hospitals up and down the continent, 
shows little semblance of standardization, and for 
the sake of argument, let us say that, as a group, 
hospital employees are underpaid, isn’t it fair to 
state, however, that by and large the average per- 
son fails to apply an adequate appraisal value to 
the perquisites received by the majority of em- 
ployees? True, the values of perquisites fluctuate 
in different hospitals depending upon their loca- 
tion or administrative policy, but it is my observa- 
tion that there has been no concerted effort in 
the hospital field, to apply even the semblance 
of a formula designed to place a fair appraisal 
value on perquisites that supplement cash paid for 
wages. 


We known that the great majority of employees 
receive at least one meal each work day in addi- 
tion to their wages. We know that a vast army 
of them receive full maintenance including board, 
room, and laundry service. Many employees not 
receiving full maintenance receive two and even 
three meals per day. It is the universal practice 
for employees to receive free medical service and 
few are the hospitals that do not provide free 
hospitalization not only to employees but to de- 
pendents as well. 


Liberal Sick Leave Policies 


Hospitals have the reputation of being very 
lenient with respect to granting sick leave with 
pay and relatively few hospitals fail to employ 4 
vacation schedule in a generous manner. It is the 
practice of many hospitals to pass on to their 
employees the advantages of the hospital pur- 
chasing power. In other words, furniture, appli- 
ances, and supplies used in the average household 
are purchased by the hospital and passed on to the 
employee at cost, thus saving him from ten to as 
high as fifty or even sixty per cent. All these 
items to which reference has been made are per- 
quisites and have a value and thus in all fairness 
should be appraised and added to the wages of 
employees. 
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Including Cash Value of Perquisites in Salary 


It has been advocated—and the proposal cer- 
tainly has merit—that hospitals pay their em- 
ployees wages comparable to those paid by indus- 
try in similar positions and permit them to pur- 
chase the services from the hospital they now 
receive as perquisites at a figure calculated to rep- 
resent their cost to the institution. Even this prac- 
tice would accrue to the benefit of the employee 
because he would be receiving a salary plus what- 
ever he would save in purchasing service and com- 
modities from the hospital at cost. 


When we speak of cost we ofttimes fail to take 
into consideration a very important factor. In- 
dustry is taxed in many directions and to the cost 
of a commodity must be added a certain amount 
for overhead. Industry also adds to its “cost” 
figure, interest on capital investment and some- 
thing for depreciation. Some hospitals include a 
depreciation item for equipment, but that is all; 
so when we refer to a service or commodity “cost 
figure” applied by hospitals we are far from plac- 
ing them on a comparable basis with industry in 
this particular respect. In all fairness, therefore, 
this differential should be taken into consideration 
when an attempt is made to standardize wage com- 
pensation practices in hospitals. 


Not long ago a distinguished hospital adminis- 
trator stated that “hospitals have notoriously not 
paid compensation comparable to that paid by in- 
dustry for a similar activity so that we are at the 
present time experiencing considerable difficulty 
because of the rise in the cost of living.” I dare 
say that the author of that statement either 
would not have made it or would have tempered it 
very substantially if he had taken only two of 
several factors into consideration. Without mean- 
ing to defend our present hit or miss system of 
wage compensation practices, I should like to point 
out first, that if to the cash consideration in the 
form of wages were added a fair appraisal value 
of perquisites the majority of hospital employees 
receive, and second, if we consider that the great 
majority of employees have a steady and continu- 
ous income over a long period of time, it could be 
said with reasonable assurance of accuracy that 
hospital wages are comparable to those in in- 
dustry. 

Are Hospital Employees Underpaid? 
Every time we speak publicly of underpaid em- 


es 


ployees, every time we openly condemn our own 
practices as they apply to personnel, we are feed- 
ing a gullible public a delectable morsel of food. 
I believe in the truth and I believe in telling the 
public facts. I am certain the public has a mis- 
taken idea about wage compensation practices in 
hospitals. We, who are charged with the responsi- 
bility of administering these institutions are pri- 
marily to be blamed for any misunderstanding in 
this direction. 


The public thinks that Mary Jones who is em- 
ployed by Blank Hospital as a laundress at $40 a 
month is a fair example of the atrociously low 
wages paid all its employees. The public has not 
been informed that Mary Jones works 48 hours a 
week ; that she receives one meal a day or six each 
week at the hospital; that she and her family re- 
ceive free medical services and hospital care at 
the hospital; that she has holidays off with pay; 
and that she receives from one to two weeks’ 
vacation and sick leave with pay each year. The 
public is not informed that Mary Jones has a 
steady year-in and year-out position without loss 
of salary; that from the standpoint of economics 
she enjoys a security that relatively few indus- 
trial workers in similar positions can claim. The 
public fails to realize that Mary Jones does not 
punch a time clock and that she is not subjected 
to a rigid supervisional and disciplinary regime 
to which those in industry are committed. 


No, Mary Jones’ salary is not $40 a month as 
shown on the payroll. It is probably twice that 
amount. It may be more or less, depending upon 
our appraisal of the value of her perquisites and 
other factors. A formula evaluating these per- 
quisites and other factors can be established and 
made elastic enough to apply to hospitals of any 
size and location. As administrators we are duty- 
bound to inform the public concerning the true 
conditions existing in our hospitals but we should 
not make statements based merely on conjecture 
and idle theories. 


In presenting this subject I have endeavored to 
present an angle that appears to have been some- 
what neglected by those who have talked and 
written much about personnel problems in hospi- 
tals. The whole subject of wage compensation 
including the evaluation of perquisites is one that 
requires the study and treatment that can be 
given only by experts in this particular field. 
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Should the Social Service Department See Only 
Patients Recommended by the Medical Staff? 


HARRIETT M. BARTLETT 


see that a high quality of medical service 

is given to the sick people who flow in an 
endless stream through wards and clinics. On the 
one hand this service must be flexibly related to 
the needs of individual patients and on the other 
hand it must make the most efficient and economi- 
cal use of the hospital personnel and plant. 
There are some aspects of medical care which are 
precise, repetitive, and fairly easily fitted into a 
regular program. There are other areas, particu- 
larly at that crucial point where service is being 
directly rendered to the patient, where the pat- 
terns are less predictable and where there are 
many potential obstacles to the smooth operation 
of medical care. It was because of the blocking 
caused by such “social problems,” as we broadly 
describe them, that social work was drawn into 
the hospital. Our immediate question concerns 
the method by which the social worker shall get 
to the patients who especially need the service 
which she is trained to render. 


A Study Must Be Made of the Type of Patients 
Likely to Need Social Adjustment 


In order to evaluate a method of referral we 
should have some preliminary picture of the 
nature and extent of the needs involved. What 
proportion of patients in a ward or clinic are likely 
to have social difficulties related to their medical 
care? Unfortunately the complexity of the sub- 
ject has defied precise analysis up to the present, 
although we shall, of course, have to answer this 
question eventually in order to decide how much 
social service is needed in any medical institution 
and what the best methods of intake are for social 
workers. Such studies as have been made? indi- 
cate that all patients do not have social problems 
which affect their medical care and that probably 
between one-third and two-thirds of the patient 
group (varying according to type of illness, in- 
come level, and other factors) are able to meet 
their situation with the help of the regular hos- 
pital personnel. It is encouraging in one sense 


T= hospital administrator’s first aim is to 
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to find that the need is not all inclusive. Social 
service staffs are nowhere large enough, however, 
to meet the needs of even that portion of the 
patient group which does require such assistance. 
It is at once evident that careful selection of pa- 
tients is vital in order to enable the social service 
department to make its best contribution. 


What is the nature of these social problems and 
how may they be recognized? We find that some 
grow out of illness, of medical care, of the hos- 
pital environment in their effect upon the tem- 
perament of the individual. The rush and tension, 
the large numbers of people, the many strange 
and sometimes painful procedures which are a 
part of modern diagnosis and treatment, the help- 
lessness of lying in bed, the possible threat of 
disability or disfigurement, these may be dis- 
turbing to even the normal patient. Other diffi- 
culties result from maladjustments in communal 
living, such as poor housing or unemployment. 
These will be greater or lesser obstacles to effec- 
tive medical care, according to the relative wealth 
of the particular community and its sense of 
social responsibility in developing measures to 
alleviate these maladjustments. Or again, there 
are problems growing out of the personality of 
the patient and his needs and attitudes as a unique 
individual. A patient who has an excessive fear 
of being helpless and dependent upon others may 
resist anesthesia, while another who dreads re- 
turning to a job which he has always hated may 
fail to make a normal convalescence. Usually we 
find the various types of problems intermingled 
in any one situation, so that personal and environ- 
mental factors cannot be separated. Since any- 
thing in a patient’s life may be closely associated 
with his illness and its care, the hospital must be 
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ready to understand and meet all such problems 
in so far as they relate to the effectiveness of its 
care of the patient. Physicians and other pro- 
fessional personnel must all give some attention 
to these problems, but the medical social worker 
is trained to work particularly in this area. How 
can her work be smoothly related to theirs, so as 
to meet the needs in particular cases which call 
for more specialized service than they can give? 


The Total Process of Hospital Care Should Be 
Correlated 


Let us for a moment examine the customary 
manner by which the patient is cared for in the 


medical institution. The physician’s relation to the 


patient is, of course, the core of the service. All 
the personnel and equipment of the hospital have 
come into existence to enlarge and supplement 
his activity. Every patient is seen by a member 
of the medical staff, who then draws in, by a pro- 
cess of consultation or referral, such additional 
specialists as are needed in the particular case. 
By this method the various services are tied to- 
gether under the direction of the doctor. There is 
thus less danger of one or another special service 
becoming separated from the total process of 
care, as can too easily happen under the extreme 
specialization existing in a medical institution. 
The social worker is one of the specialists who 
make up the team which cares for the patient 
under conditions of modern hospital practice. 
Why should not this usual pattern of referral 
extend itself naturally to her work? What is 
there in the nature of social problems which 
might be an argument for or against such a de- 
velopment ? 


First Steps in the Exploration of Patient’s 
Psycho-Social Needs 


The fact that social needs are less tangible and 
less easily definable than almost all of the other 
special areas might make us pause. On further 
examination, however, we find that it is a present 
trend in medicine to extend rapidly and directly 
into this territory. The newest thinking, as re- 
vealed in medical teaching and literature, stresses 
increasingly the significance of social and psychic 
factors and places upon the physician the respon- 
sibility for recognizing and integrating these fac- 
tors with his study and treatment of the patient. 
It becomes a part of good medicine to make an 
Initial exploration of the psycho-social needs in 
each case. In hospital practice the next step is 
to draw in the social worker in those cases which 
present more complex needs and call for more 
attention than usual. The physician is in a key 
Position to do this selection, as a person who 
knows the patient and who is responsible for di- 
recting the care. Thus it is not only a natural 
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development of an already existing practice in 
the hospital, but is directly in line with present 
trends in the art of medicine. 


A major advantage of such referral by the med- 
ical staff is that it ties the social worker’s service 
in closely with that of the physician. The medi- 
cal social worker herself is glad of the sense of 
direction which this gives to her work. She is 
not in the hospital to deal with the irrelevant 
social problems which patients and their families 
may happen to have, but to meet the needs which 
are directly related to their medical care. Her 
contribution should be interwoven with medical 
study and treatment in such a way as to be part of 
it. Her professional concern is the social compo- 
nent in illness and medical care. 


This is important because the very multiplicity 
of. opportunity which is open in a hospital for a 
service like medical social work has in one sense 
proved a danger. The history of this work during 
the past thirty years shows that a type of service 
which has something to offer not only in clinical 
medicine but also in hospital administration, not 
only within the institution but also in the pa- 
tient’s home and in the health program of the 
community, may be drawn in so many directions 
that effort becomes diffuse and superficial. We 
now perceive more clearly than we did some years 
ago that, while in one sense all such services are 
appropriate, there is a certain order in which 
they should be undertaken and related to each 
other. 


Referral of Patients by the Medical Staff 


The work with the physician in the care of in- 
dividual patients is primary and should be placed 
clearly in the center, coming first both in develop- 
ment and importance, while the other services 
revolve around it. When social workers also func- 
tion as a part of the hospital administration or of 
the community health program, their work should 
rest upon a strong unit of medical social case 
work carried on in relation to clinical medicine. 
Dr. Ernst P. Boas says that after watching—in 
his experience as practicing physician, visiting 
physician in a large hospital, and hospital admin- 
istrator—the many activities undertaken by 
medical social workers, he considers it important 
to stress this fact, that the primary contribution 
is the “study and treatment of the sick person 
in the light of social factors that influence recov- 
ery” and in association with the physician.? Re- 
ferral of cases by the medical staff tends to keep 
this central function clear in the minds of all con- 
cerned. It helps the doctor to see how this work 
is related to his and aids the social worker in 
keeping to her appropriate role. It further clari- 
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“NEW and NOTABLE’’ 


If, in this peak season for pneumonia 
and influenza, you could r@ad the 
letters other hospital heads have 
written AMERICAN about the new 
portable Oxygenaire, you would 
give immediate consideration to this 
improved oxygen equipment. The 
Oxygenaire delivers an abundance 
of oxygen to the patient without 
motor or blowers, and at low cost... 
provides cooled, conditioned air 
within the tent . . . and places oxy- 
gen therapy on a business-like basis. 
Here is a chance for some hospital 
benefactor to make a gift of price- 
less value. 


Quicaps seal nursing bottles easily, 
one and economically. You use 
Quicaps only the once—no steriliz- 
ing, sorting or testing. They are 
immensely popular with hospitals 
which have kept costs and records 
on their use. A great time and labor- 
saver — efficient, sanitary. Try a 
supply. * 


As peritonitis continues notorious 
among predominant causes of death 
caution dictates that Coli-Bactragen 
with its impressive clinical record 
for prevention of peritonitis be kept 
available in all hospitals at all times. 
An editorial digest of clinical ex- 
perience with Coli-Bactragen is now 
available to the profession . . . write 
for it. 


In cases of nausea and distension, 
what a strenuous, messy and time- 
consuming task your nurses fre- 
quently face. In a few days, any 
hospital will save enough wage time, 
not to speak of laundry and other 
expense items, to pay for the Tomac 
Gastro-Evacuator. Its continuous, 
automatic suction-siphonage unit 
functions and solves the problem 
wherever mild vacuum and drainage 
are required. 


AMERICAN economically and 
completely equips a room, a ward, 
or a 30-story hospital with equal 
ease. “Unified command’’ insures 
your entire satisfaction. 
* 

Here’s a popular little device—the 
Tomac Hypodermic Needle Sharp- 
ener. Popular because it soon saves 
the hospital many times its cost by 
keeping your needles keen for their 
work. Ask our representative to 
show it to you. 


Have you been hearing of the re- 
markable results in peripheral vas- 
cular cases brought about by the use 
of the Tomac Vasoscillator or rock- 
ing bed? Professional bulletin and 
clinical records on request. 


* 

Each month AMERICAN issues an 
8 to 16 page special Bulletin listing 
and pricing items which hospitals 
can buy most advantageously at the 
time. You can make large price sav- 
ings by watching for these special 
opportunities. If not now on the list, 
we will gladly add your name. 


-——-CLIP and MAIL-——- 


American Hospital Supply Corp. 
1086 Merchandise Mart, 

Chicago, Illinois 

Please send information and prices 
as checked. 


(JOxygenaire []Coli-Bactragen 

(_]Vasoscillator [_]Gastro-Evacuator 
[ ]Quicaps L|Monthly Bulletin 
| ]Equipment Contract Department 
[_JNeedle Sharpeners H-2 


Name 
Address.. 
City 














Sie 


ma Fan Su Lh “He r 














fies her position for others of the hospital per- 
sonnel, who are at times quite naturally puzzled 
by seeing the diverse activities which social work- 
ers carry on in the course of their work. 


Referral by the medical staff facilitates the ef- 
ficient operation of social service in additional 
ways. When the social worker selects her cases 
by interviewing all hospital patients, considerable 
time and effort must go into contacts with pa- 
tients who are found to have no need for further 
social treatment. A disproportionate amount of 
time may thus be expended in the sifting process 
itself, with the result that sufficient time does not 
remain to meet the original purpose, namely, the 
treatment of the social problems which have been 
uncovered. When the physician selects patients 
for referral, the social worker is guided directly 
to those individuals who are likely to need her 
help. Since he sees every patient, this additional 
step can be taken with little extra time or effort 
on his part and the decision involved is one which 
should be a part of the review of every case. 


As the Administrator Views It 


From the viewpoint of the administrator this 
method of working is valuable, not only because it 
strengthens the physician’s immediate service to 
the patient, but also because of its by-products 
in the area of patient management. If the patient 
for whom medical care presents special difficul- 
ties can be found and given assistance early in his 
treatment, experience shows that there will be 
less delay and waste through inability to obtain 
necessary medical equipment, misunderstanding 
of recommendations, and missed clinic and ward 
appointments. We see this repeatedly in relation 
to follow-up systems. Where a consistent effort is 
made by doctors and social workers to establish 
an understanding relationship with patients who 
have diseases of serious import, such as syphilis 
or cancer, and where patients with special prob- 
lems are individualized early in treatment, follow- 
up of the old mechanical and all-inclusive type is 
no longer needed. This sort of effort repays it- 
self because it is self-perpetuating. The patient 
who feels understood returns willingly and does 
not hesitate to discuss his problems, whether they 
be his own fears or some environmental obstacle. 
Once such a relationship is established, it brings 
the patient back more effectively than the most 
efficient system of card files and follow-up post 
cards ever invented. While for some patients a 
general atmosphere of interest prevailing in the 
clinic or ward may be sufficient, for others there 
is needed a continuing relation with some member 
of the hospital personnel, to give stimulus and 
support. It is in such a role that the social worker 
may often be drawn in by the physician, after he 
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has himself taken the first steps in building up 
the patient’s confidence. 


The various points which have been made re- 
garding the values of referral by the medical staff 
are illustrated in the following instance. A young 
married woman came to a dispensary, at which 
she had been a patient some years previously, 
with a letter from a private physician reporting 
the recent discovery of a positive Wassermann 
test. She was examined in the Dermatology 
Clinic, where clinical signs were found to confirm 
the blood test and a course of anti-luetic treat- 
ment was advised. The physician referred the 
patient to the medical social worker at the time 
of her first visit to the clinic. He asked that the 
worker help the patient to understand the recom- 
mendations and “listen to her story, as she was 
considerably upset.” Although it was late in the 
afternoon, he requested that she be seen that day 
because of her attitude. The patient’s opening 
remark as she sat down beside the social worker’s 
desk was a comment on the “red tape” at the 
clinic, which hardly seemed a promising begin- 
ning. Realizing that her first step must be to 
try to understand the meaning of the illness and 
of the clinic experience to this young woman, and 
the reason for her emotional disturbance, the 
social worker did not attempt to defend the clinic, 
but showed her acceptance of the patient’s atti- 
tude. The young woman responded to this ap- 
proach by releasing some bitter criticism of the 
clinic; then, suddenly changing her attitude, she 
began to discuss freely with the worker her anx- 
iety regarding the effect which the diagnosis of 
syphilis would have upon her marriage and her 
future relation with her husband. After she had 
talked for some time her emotional tension eased 
and she was able to discuss more calmly her plan 
of medical treatment. In leaving she said smil- 
ingly, “It’s because of this that I decided to come 
back here,” evidently meaning the interest and 
attention which had been shown her, “Everyone 
has been good to me.” 


Here we see a physician selecting from the 
stream of patients one whose medical social needs 
call for special service beyond that which he or 
the other clinic personnel can give and drawing 
in the medical social worker, who in turn recog- 
nizes and meets the need. In so doing, she 
strengthens the patient’s relation to the clinic and 
reinforces all the other services which have gone 
before. Each step (of which this is only the be- 
ginning) is consciously planned by physician and 
social worker, who are accustomed to work to- 
gether in this way, and the result is a smoothly 
integrated service which aids the patient and 
improves the medical care. 
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What Is Meant by a Good Referral? 


A case like this makes us feel that the referral 
by the medical staff grows naturally out of the 
situation. We need to remind ourselves that the 
mere fact of referral by a physician does not work 
magic in itself, but that a careful judgment on his 
part is implied. What is meant by a good refer- 
ral? In the first place it means finding the patient 
early enough in his medical care to be able to do 
something constructive about his situation and to 
prevent further difficulties. The majority of 
cases of discharge against advice would be 
avoided if this type of individualized approach 
were made earlier, since these are usually patients 
who have already manifested some signs of diffi- 
culty in adjusting to medical care. From the 
administrator’s viewpoint a relatively small 
amount of service by the social worker is obvi- 
ously more economical than that the time and 
effort of many should be wasted by a situation 
which has been allowed to progress to a point 
where it is hopelessly confused and where intense 
emotions have been aroused. It is important, 
also, that the doctor and social worker should 
determine the appropriate level of attack upon 
any case. If the problem is long standing and 
deeply imbedded, palliative work may be more 
appropriate as a goal than active treatment. 


It is not possible to tell in advance, by the pre- 
senting need alone, whether a patient will require 
brief or longer service. The treatment of a little 
girl with scoliosis was blocked because the family 
failed to do anything about payment for a much- 
needed brace. In a single interview the social 
worker was able to resolve the father’s intense 
emotional resistance and the treatment moved on. 
A woman’s statement to a house officer that she 
could not pay for repair of her broken glasses, 
however, uncovered a complex problem of chronic 
disease, family dependency, and discouragement, 
which required several years of work. Each of 
these patients presented a minor financial need at 
first, but further study revealed widely different 
situations. 


Value of Physician’s Sensitivity to Social 
Problems 


A good referral is important because it is a good 
beginning; but there is implied a continued proc- 
ess in which referral is only the initial step. We 
sometimes find the assumption that the social 
worker collects social data which she brings to 
the physician, who then carries on with the case. 
In a few instances this might suffice, but in the 
great majority of cases the best care of the pa- 
tient requires that physician and social worker 
carry on together, in sifting the facts and deter- 
mining their meaning, in working out the plan 
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with the patient and his family, and in helping 
them to carry through the various steps in treat- 
ment. One of the special values of the method of 
referral by the medical staff is that the physician 
who has taken the initiative in referring Mary 
Watson or Francisco Galloni to the social worker 
is naturally interested in the patient as a person 
and better prepared to continue with the further 
steps which his need may require. Such referral 
increases the physician’s sensitivity to social prob- 
lems and prevents the social worker from taking 
too much social responsibility away from hiv, as 
sometimes happens. As the case progresses there 
is a process of interchange between physician and 
social worker which helps the physician to include 
the social aspects in his medical treatment of the 
patient and the social worker to relate her work 
to the medical plan, with resultant better service 
to the patient from both angles. In chronic or 
recurrent disease such an ongoing relationship is 
frequent. 


In working intensively with a group of children 
with rheumatic heart disease a Boston hospital 
has found that a really adequate plan of care 
usually involves careful work with the family 
over a year or more, with a continuing relation- 
ship which carries into subsequent years. If skil- 
fully handled, such a relationship stimulates the 
family to meet its own problems and does not 
create dependence upon either doctor or social 
worker. Since it begins early and involves con- 
tinuous contact with the patient, it allows for con- 
structive work in the direction of combatting any 
tendency toward invalidism or other abnormal 
trends which so often appear in chronic disease. 


Case Selection Should Not Become Static 


Beyond the work on individual cases, the social 
service department has responsibility for endeav- 
oring continually to develop and improve the re- 
ferral system as a whole. Any method which will 
tend to increase understanding of social aspects 
of disease, or of social work function, is of value. 
Individual cases frequently make a good starting- 
point for discussion of wider implications and may 
be used for purposes of informal demonstration 
to medical students, interns, residents, and new 
visiting physicians. In some hospitals clinical 
teachers have asked medical social workers to co- 
operate in seminars on the social aspects of dis- 
ease for medical students. The point of view which 
results from such efforts shows itself through in- 
creased appreciation of the patient as a person and 
clearer recognition of the potential contribution 
of medical social work in meeting his needs. There 
should also be some method of regular review of 
policies of case selection with the medical chiefs 
and administrator, in order to make sure that the 
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Originally suggested by Folin for the 
determination of total nitrogen, urea, and 
ammonia in urine, the Ostwald-Folin pipette is now 
widely used in biochemical work. 
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system does not become static, but is responsive 
to changes in medicine and social welfare. 


Summary 


In handling this subject I have chosen to stress 
the values of the method of referral by the medi- 
cal staff in general, rather than to argue out 
whether this should be the only method. From my 
experience in working in a number of hospitals in 
this country and in England, as well as studying 
others, I am ready to say that in my opinion this 
should be the prevalent method. I would like to see 
more than half of the social service intake coming 
consistently from the medical staff. There are also 
values in having cases come from such additional 
sources as the hospital administration, nursing 
service, and others of the institutional personnel, 
as well as from community agencies. Such refer- 
rals are effective in supplementing referrals from 
the medical staff, which should be regarded as 
primary. 

Methods are often used which combine the 
characteristics of two approaches, referral by the 
medical staff and initiative on the social worker’s 
part in interviewing individual patients. This oc- 
curs when the chief of a clinical service requests 
a social worker to interview all patients in a cer- 


tain classification, such as all who have tuberculo- 
sis. When cases come to the social worker’s atten- 
tion in other ways than through the physician in 
charge of the case, it is important that he should 
be consulted at the earliest appropriate time. The 
work on individual cases should always be in assgo- 
ciation with the responsible physician, just as the 
general policies of the social service department 
should be known to and accepted by the medical 
staff. 

The basic principle is that medical social work 
should be carried on in close and continuous co- 
operation with the medical staff. Referral of 
cases by physicians will not alone insure this re- 
sult, nor will the values which I have stressed fol- 
low automatically. But experience shows that re- 
ferral by physicians, skilfully and understandingly 
carried out, leads naturally into a type of in- 
tegrated medical social care which enlarges the 
physician’s own service to his patient, clarifies the 
social worker’s role, and facilitates the smooth 
running of the medical institution. 


1Janet Thornton and Marjorie Strauss Knauth: The Social 
Component in Medical Care, Columbia University Press, 1937, p. 
19; and G. Canby Robinson: The Patient as a Person, Com- 
monwealth Fund, 1939, p. 31. 


2Ernst P. Boas: The Contribution of Medical Social Work to 
Medical Care, United Hospital Fund, New York, N. Y., 1938 
(mimeographed paper). 





Institute for Directors in Nursing 


An Institute for administrators, teachers, and 
supervisors in nursing will be held on Thursday, 
Friday, and Saturday, June 20, 21, and 22. The 
central theme of the Institute will be “Tests and 
Measurements in the Improvement of Instruction.” 


The meeting will be held in Judson Court, 1005 
East Sixtieth Street. Ralph W. Tyler, Chairman, 
Department of Education, The University of Chi- 
cago, will participate in the Institute and there 
will be other outstanding speakers. The program 
will be ready for distribution in April and may be 
secured by writing to the Nursing Education Of- 
fice, The University of Chicago. 


The requirements for admission to the Depart- 
ment of Nursing Education will not apply in the 
case of those who wish to register for the Insti- 
tute. Registration will be limited and reservations 
will be accepted in the order of application. Appli- 
cation for registration may be made by communi- 
cating with Nellie X. Hawkinson, Department of 
Nursing Education, The University of Chicago, 
Chicago, Illinois. A registration fee of $3.00 will 
be charged. 


Room and board will be provided in Judson 
Court for the period of the Institute for $8.50. 
Reservations may be made through William J. 
Mather, Bursar, The University of Chicago. 
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Hospital Librarianship 

The Division of Library Instruction of the Uni- 
versity of Minnesota announces that its course for 
the training of hospital librarians will be given for 
the fourth year during the spring quarter be- 
ginning April 1, 1940. 

The field for this specialized type of librarian- 
ship is steadily, even if slowly, opening up as evi- 
denced by inquiries received from hospital admin- 
istrators. Beginning salaries average from $85 to 
$100 per month. 

The individual subjects of the course remain 
the same as in other years: 

Hospital Libraries: Administration—3 credits 

Book Selection for Patients—3 credits 

Work with Mental Patients—2 credits 

Medical Reference—3 credits 

Six Weeks’ Internship—4 credits 

At present this is the only course in hospital 
librarianship leading to a degree in an accredited 
library school. All students who take this course 
for credit receive a special certificate authorized 
by the Regents of the University. 

Inquiries for further information should be 
made as soon as possible and should be addressed 
to Mr. Frank K. Walter, Librarian, University of 
Minnesota, Minneapolis, Minnesota. 
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The Role of the Student Nurse 


MARION LINDEBURGH 


cial interest for many of us who recall the 

days of head-nurseship and reflect upon the 
time when much of the teaching of students took 
place at the bedside. The problem of the educa- 
tion of the student has become ever more acute 
during the last few years because of the thought 
and effort which have been concentrated upon the 
construction of two recent national studies, 
namely, the Curriculum Guide of the National 
League of Nursing Education, and the Proposed 
Curriculum of the Canadian Nurses Association. 
A common problem had to be considered in both 
of these undertakings—that is, how could an ef- 
fective educational program be provided for the 
students on the wards, and at the same time safe- 
guard the patients’ nursing needs. 


Te problem of the student nurse holds a spe- 


Every superintendent of nurses carries a dual 
responsibility: as principal of the school she is 
responsible for the education of the students, and 
as head of the nursing department she is also 
responsible for the administration of nursing 
service in the hospital. Such duties should not 
be too difficult for the experienced nursing ad- 
ministrator, but the fulfillment of these respon- 
sibilities becomes an arduous undertaking, and 
in many instances an impossible task because of 
the almost chronic situation of an understaffed 
nursing ‘service in hospitals. The results of this 
situation, existing over a period of years, have 
had serious repercussions upon the professional 
outlook of students, and upon the educational pro- 
gram of the school. 


We must assume first of all that any service, 
whether on an undergraduate or a graduate level, 
has not only positive but also negative elements, 
and the service rendered to patients by students 
reveals some definite limitations. 


The Limitations of Student Nursing Service 


In spite of arguments in favor of student serv- 
ice, we must necessarily accept the fact that, all 
things being equal, the nursing service given by a 
student does not equal in quality that rendered 
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by a graduate nurse, and no statistical studies 
have been made to prove that such is not the case. 
It is self-evident that the student lacks the pro- 
fessional maturity of the graduate. The intermit- 
tent service of the student, through absence from 
the ward to attend classes, and the moving of the 
student from one clinical department to another 
in the process of obtaining progressive experience, 
are important factors which contribute to the lim- 
itations of the nursing rendered by student 
nurses. Upon the same premise that the average 
student is less skilled and competent than the 
graduate nurse, it is equally reasonable to suppose 
that the first-year student lacks the knowledge 
and skill possessed by the second-year student; 
and in the same way, the second-year student is 
less efficient than the third-year student. This 
differentiation of students within the school car- 
ries further limitations in respect of service, and 
it constitutes a specific problem of organization 
of the clinical program in the assignment of nurs- 
ing care to students with relation to their respec- 
tive stages of experience. 


From the point of view of the hospital, the stu- 
dent is a member of the nursing service staff; but 
from the standpoint of the school, she is a nurse 
in the making whose nursing duties must be as- 
signed in accordance with her ability and capacity 
to accomplish, in order that the welfare of the 
patient and the educational interests of the stu- 
dent may be safeguarded. The planning of a pro- 
gressive program for the student is not an easy 
matter, but it is an essential educational factor 
that the feeling of continuous growth, through 
satisfactory accomplishment, should be sensed by 
the student. Through such an experience the stu- 
dent learns to appreciate the significant relation- 
ship between personal efficiency and effective 
service. 
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Because of the several problems and limitations 
associated with the provision of nursing service 
by students of different levels of experience, one 
might question the wisdom of hospitals utilizing 
a student service. Reports and testimony, how- 
ever, bear witness to the fact that schools of nurs- 
ing conducted by hospitals have had more cause 
to complain of the educational handicaps under 
which students work, than the hospitals have had 
reason to criticize the nursing service provided by 
the schools. 


From the point of view of the hospital, it is 
obvious that the imposition of a nursing load 
which is beyond their limit of capacity to carry 
effectively prevents students from making their 
best contribution to the care of the patient. If 
the primary purpose of the hospital is to provide 
effective care for patients, it is difficult to under- 
stand the logic of the failure, in many instances, 
to provide for the necessary nursing service 
whereby nursing and medical care may have their 
fullest effect. It is even more difficult to under- 
stand this when one realizes the extensive ex- 
penditure today upon new and elaborate hospital 
equipment, while in the same institution students 
are over-worked and patients are under-nursed. 


From the patient’s point of view, it cannot be 
emphasized too strongly that in assigning to stu- 
dents nursing duties which cannot be accom- 
plished satisfactorily within a given time, the 
nursing service of the hospital is greatly jeopar- 
dized. In view of this serious fact, it would seem 
that, in the interest of both the patients and of 
the school for which the hospital is responsible, 
hospital boards should not need to be persuaded to 
provide first of all an adequate nursing service, 
before considering other items of expenditure. 


However, the situation is not entirely a static 
one. In many of our leading hospitals through- 
out the country, both in the United States and in 
Canada, graduate nurses are being employed to 
supplement the service rendered by students. 


Educational Factors Upon Which Student 
Nursing Service Depends 


Turning now to the more constructive aspects 
of the situation ; it might be stated that the contri- 
bution made by the student to the care of the pa- 
tient during the process of her professional edu- 
cation on the wards, will depend upon and be 


Conditioned by certain fundamental educational 
factors: 


The intelligence, natural aptitude and per- 
sonality of the student. 

The time and opportunity which are af- 
forded the student to do good nursing. 

The quality of teaching and supervision 
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which the student receives in connection with 
her clinical experience. 


Those who are familiar with the two national 
Curriculum Guides, to which reference has already 
been made, will recognize these three major fac- 
tors as pivotal points around which the clinical 
educational program has been organized. Each 
point is of vital importance in the development of 
the student, and all of them have a direct bearing 
upon the quality of nursing care that the student 
will give to the patient as an organized type of 
practical experience. 


In terms of the curriculum, the wards are the 
laboratory for nursing education, but it is impor- 
tant to note that the strength of the educational 
program lies in how well the student can adjust 
herself and apply her knowledge and skills to the 
needs of the patient, at every stage of her experi- 
ence. If the educational program in the clinical 
field were organized solely upon the basis of stu- 
dent needs and did not consider in conjunction 
with it the actual nursing requirements of the pa- 
tient, such a system would be contradictory to the 
aims and purposes of nursing. Briefly then let us 
deal with each of these three factors which have 
been stated. 


The Student—Her Contribution as a Person 


More exacting qualifications are being demanded 
when students are selected for schools of nursing. 
The type of person the student is when she is ad- 
mitted will condition to a great extent the sort of 
person she will be as a nurse, and this factor of 
personality in relation to professional service is 
quite as important as the possession of nursing 
knowledge and skills. However, good nursing has 
need of intelligence and understanding; it de- 
mands a mind capable of being trained to think 
and act in relation to new and changing situations. 
Nursing means much more than the application of 
technical nursing skills, important as they are, 
and an increasing emphasis is being placed upon 
the need to understand and interpret the social 
and emotional, as well as the physical factors con- 
nected with the nursing of the patient, and to as- 
sume responsibility for the recovery of health by 
the patient as well as for his condition of illness. 
Through such broadening of the scope of the stu- 
dent’s understanding and experience, the contri- 
bution to the varied needs of the patient should be 
materially increased. 


Time and Opportunity to Do Good Nursing 


The educational program, as outlined in the two 
national Curriculum Guides, has of necessity been 
organized in relation to suitable hours for class- 
room work, for study and ward experience, but in 
many situations the proposed Curriculum has 
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failed to function satisfactorily because the hours 
of the staff on duty are still too long. The fatigue 
resulting makes it impossible for the student to 
profit from the instruction provided. One cannot 
do better by way of emphasizing the unfavorable 
effect of this upon students and the nursing serv- 
ice they render, than to quote a passage from the 
League Curriculum: 


“In the last analysis, the pivot upon which 
the whole curriculum moves is the system of 
hours of duty which the hospital requires of 
the nursing staff. The very purpose of the 
instruction for which the student pays by her 
service is frustrated by long hours. Good 
teaching—any teaching in fact—is wasted on 
students who have been engaged in prolonged, 
heavy, physical effort, or in exacting forms of 
nursing which involve considerable mental 
and nervous strain. The senses are dulled, 
the mind works more slowly, concentration 
is practically impossible, wrong impressions 
are frequently carried away; but, worse than 
all of these, is the fact that the student ac- 
quires a distaste for the work which is made 
too difficult for her to accomplish creditably. 
The fact is that long hours of work for stu- 
dent nurses have been for a quarter of a cen- 
tury the greatest stumbling block to progress 
in nursing. The whole experience of that 
period goes to show unmistakably that even 
the minimum acceptable body of instruction 
cannot be established by training schools un- 
less at the same time a system of hours is 
arranged which permits the students to ac- 
complish the required study satisfactorily and 
without detriment to health and spirit.” 


It is again difficult to understand why hospital 
boards, as a whole, have not seen the advisability 
and economy of instituting long before now the 
eight-hour day for student nurses. While many 
adjustments are being made, ‘there are still far 
too many schools of nursing working under this 
great handicap. Actual demonstrations and 
studies in the fields of business and industry are 
available which consistently reveal the favorable 
effect upon the health and accomplishment of per- 
sonnel when the unnecessary element of fatigue 
has been eliminated. 


The Nursing Service of the Student Is in Direct 
Relation to the Teaching and Supervision 
She Receives 


While classroom instruction is necessary, it is 
equally important that a systematic teaching pro- 
gram should be carried out on the wards. Stu- 
dents are in need of constant guidance in order 
that they may apply their knowledge and develop 
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those nursing skills which are necessary for the 
general practice of nursing. Practice, therefore, 
must in every instance be intelligent doing, and it 
should be associated with interest, attention, ef- 
fort and reflective thinking, if the patient is to 
receive the care that he most needs. The student 
must be taught to think about what she is doing; 
why she is doing it; and how it may most effec- 
tively be carried out for the benefit of the patient. 


The curriculum guides further recommend that 
much more attention in clinical experience be 
given to the development of understanding of hu- 
man problems and to the professional outlook of 
the student. Another point of much emphasis is 
the need for assisting the student to become a 
self-directed, self-controlled, adjustable and re- 
sponsible person. 


Owing to these increasing educational demands 
within the clinical experience of students, the role 
of the head nurse is becoming a much more im- 
portant one. The ability to harmonize the educa- 
tional needs of the student with the nursing re- 
quirements of the patient involves the qualities 
of an efficient administrator in addition to those 
of an effective teacher. 


The introductory chapter of the Proposed Cur- 
riculum for Schools of Nursing in Canada is en- 
titled “Education for Nursing Service.” It was 
so named to convey a first and important impres- 
sion to those who would study and apply its con- 
tent. The principles and practices recommended 
in the proposed basic nursing course were selected 
to provide the best foundation for professional 
nursing service. The patient is the central fig- 
ure, and his needs constitute the criteria for the 
selection of instruction and the organization of 
clinical experience. 


A Sense of Balance Must Be Maintained 


While the student should be aware of her needs 
and of her position as a learner, at the same time 
she must not be permitted to develop the attitude 
that her educational requirements are of more 
importance than the needs of the patient. Both 
are important, and a sense of balance must be 
maintained. The student should be guided to 
appreciate the fact that by giving of her best to 
the patient, she receives educational values, and 
she should be encouraged to evaluate her own 
progress in terms of the effectiveness of her nurs- 
ing care. In so doing the student fills her impor- 
tant role in the nursing of the patient. 


We see, therefore, the integral relationship be- 
tween the education of the student and the nurs- 
ing service of the hospital. Patients cannot re- 
ceive good nursing unless students are properly 
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washes linen for 70 beds in a 22 x 8 foot space with 
modern, compact, efficient Hoffman laundry equip- 
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taught and supervised. In other words, the nurs- 
ing service reflects the type and quality of the 
educational program of the school. 


Summary 


To summarize, the contribution of the school 
to the care of the patient depends primarily upon 
a careful selection of students from the point of 
view of personality, educational background, and 
adaptability to nursing; upon the assignment of 
nursing duties which lie within the ability of the 
student to accomplish satisfactorily ; upon suitable 
hours of work which will prevent the element of 
physical and mental fatigue from interfering with 
student efficiency ; and, lastly, upon the quality of 
teaching, supervision, and continuous guidance 
which the student receives. 


In the interest of both the hospital and the nurs- 
ing service, the need and value of conducting a 
good school of nursing is self-evident. It is hoped 
that the curriculum guides which are now in use 
in the United States and Canada will serve their 
purpose in furthering the better organization of 
the clinical education program for the mutual 
benefit of the patient and the student. 


Far too much complacency exists within the 
ranks of all professions, and nurses are no excep- 
tion. The greatest factor tending towards the 
improvement of professional service is the recog- 
nition of the need for professional growth, 
through advanced experience and study. This at- 
titude towards self-improvement, for the benefit 
of those whom we serve, should be fostered in the 
student as early as possible. 
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Seeing Every Crippled Child Through 


Seventh Annual Easter Seal Sale 





The National Society for Crippled Children will 
conduct the Seventh Annual Easter Seal Sale from 
February 24 to March 24 to finance the work of 
crippled children throughout the nation. 


Funds raised from the sale of Easter Seals will 
go to finance the work for crippled children carried 
on by the National Society for Crippled Children 
and affiliated state organizations. 

This program, based on “Seeing Every Crippled 
Child THROUGH,” is divided into six major 
phases which include prevention of crippling con- 
ditions; discovery and enumeration of existing 
crippled children; insuring adequate medical care 
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and physical corrective treatment; education; vo- 
cational guidance and training ; and an opportunity 
for self-supporting employment. 


Ninety per cent of the proceeds from the State 
Easter Seal sales remain in the state for carrying 
on the local programs for crippled children. The 
remaining ten per cent goes to finance the work of 
the National Society for Crippled Children. 


With the need for service increasing each year, 
the 1940 Easter Seal Campaign is anxious for the 
public confidence, interest, and support to fulfill 
this need and progress further toward the goal of 
“Seeing Every Crippled Child THROUGH.” 
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The Function and Scope of the Pharmacy 
in a Small Hospital 


J. G. BARCLAY, Phm.B. 


HE first aim of the pharmacy is to centralize 
Ts medical supplies, taking all medications 

and supplies off the wards except those which 
are considered definitely ward needs for immedi- 
ate use. A daily drug supply requisition form 
lists these items and one is sent each day to the 
pharmacy with the requirements which are filled 
and sent to the wards. The difference between 


supplies being on the wards in quantities, sepa- 


rate stocks for each one, and that of a central 
supply is the difference between waste and econ- 
omy. For comparison, you have one source of 
supply and one person responsible, the pharmacist. 


Ordering Stock According to Price and Need 


The stock is economically requisitioned and 
therefore, ordered according to market prices and 
need. Deterioration is cut to a minimum and 
“shrinkage” through theft, which is often preva- 
lent in an institution, is greatly reduced. It is a 
proven fact that the greater the abundance or the 
availability of any item the more of that item is 
used. It is just human nature. 


Let us consider control from another stand- 
point, I mean that in medicines to ward patients. 
The pharmacy manufactures standard medica- 
tions for ward patients which in many cases elim- 
inates prescriptions for costly patented drugs and 
remedies. If a very expensive specialty is ordered, 
the pharmacist brings it to the attention of the 
administrator who at once tactfully interviews the 
doctor. In almost all cases and especially if the 
products made in the pharmacy have merit, the 
doctor would rather prescribe the standard and 
less costly medication. The doctor is also inter- 
ested in.this phase, for his private or paying pa- 
tients. Medicines ordered by prescription are 
charged daily on a departmental charge sheet 
which goes to the business office and is posted 
to the different accounts each day. 


Manufacturing Commonly Used Preparations 


One of the greatest savings to the hospital is 
by manufacturing a number of the most com- 
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monly used medications. In this field, the phar- 
macist is not limited. He can manufacture just 
as much as he has time for and with the same 
overhead expense. The equipment need not be 
elahorate and expensive; just regular dispensing 
equipment, but should include a centralized labo- 
ratory table, fitted with electricity, hot and cold 
water, sink and drawers for equipment and sup- 
plies. On such a table all the manufacturing is 
done. 


In the pharmacy the following standard oint- 
ments are made from simple ointment base, for ex- 
ample, zinc oxide, boric acid, Lassar’s paste, 
Whitefield’s paste, and ammoniated mercury. A 
more difficult ointment which is greatly used, 
namely, cod liver oil 50 per cent, is made from a 


special base. The special base had to hold 50 per . 


cent by volume of liquid oil and still cling to the 
affected body surfaces without running. This was 
accomplished by using a base of heavy petrolatum 
white wax and hard paraffin. From simple syrup 
made by cold percolation are produced all the com- 
monly used syrups; orange and lemon for flavors, 
medicated syrups of codein phosphate, hypophos- 
phits comp., Easton’s and others. Three bromides, 
bromides and chloral hydrate, terpin hydrate plain 
and with codein and heroin, phenobarbital and 
lactated pepsin are made with elixir aromatic as 
a base. Other common medications easily manu- 
factured at a very great saving are all regular 
suppositories, thermaclay (kaolin poultice). May 
I take two or three of these products separately, 
discussing their cost? 


1 Alkaline stomach powder manufacturing for 
42 cents a pound against a wholesale cost of 85 
cents a pound for any advertised product and most 
of them cost about $1.35 per pound. 
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The Gomco Thermotic Drainage Apparatus provides intermittent 
suction for Supra Pubic and Duodenal drainage and Abdominal 
decompression. The unit also supplies pressure for use in irrigating. 
The intermittent action, produced by non-mechanical means, avoids 
collapsing and traumatizing of the delicate bladder tissues, and 
prevents constriction and clogging of the drainage tube by aspirated 
tissue. The amount of suction is accurately regulated, to a maxi- 
mum of 120 mm. of mercury, by a dial control. A master con- 
trol switch is mounted on the pump, and a remote control is pro- 
vided so that the patient can turn unit off or on when necessary. 
Having no motor or parts which require oiling, it is absolutely 
noiseless and can be operated indefinitely without servicing. Weighs 
but 13 lbs., finished in gleaming white enamel with chrome plated 
trim. Uses little current. Ask your dealer for complete information. 
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Automatic Intermit- 
tent Suction for 
maintaining supra 
pubic vesical drain- 
age, duodenal fistula 
drainage and abdom- 
inal decompression. 


This apparatus has been 

clinically tested for more 

than a year under actual 
hospital conditions. 


x 
GOMCO SURGICAL 
MANUFACTURING 
CORPORATION 
BUFFALO, NEW YORK 
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Esprit de corps 


in a hospital is maintained through 
many sources. Here is an idea 
quoted from a speech by Neville 
Chamberlain: "It has been well 
said that failure only begins when 
you leave off trying to succeed. 
As long as | am where | am, | will 
never leave off trying.’ 


There is high grade power in 
such a thought among people 
whose work is based mainly upon 
altruism. 



























ZOUAr>r MO=-MZ7cCR = 


AOA0MA=-G 





We have MOVED from our old address 
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The great and good things 
done in hospitals 
depend upon 
the men and women in them 


If the hospital that you call yours is great today, 
it is because the men and women in it are great. 


If yours is famed tomorrow, it will be because 
you kept it so with a kind of man and woman 
that your community will like and love and trust. 


These things you have told to us for as long as 
we remember . , . that all the things you do, and 
all the fame that’s yours, are good or never 
worth the telling, depending on the personnel 
that’s yours. 


Then, won’t you make it fine, make sure that 
every man and woman ... has a chin that tilts; 
has eyes that challenge every difficulty, has nim- 
ble, skillful fingers ; has wisdom, understanding, 
sympathy; and eager intent, and comfortable, 
pleasant ways? 


Then you'd grow great in famed things done, as 
though some gentle mother with all your skills 
had taken your community to heart. 


Ask us to find such men and women for you... 
to find for you the finest people in the world. 


The MEDICAL BUREAU 


Palmolive Building, 919 North Michigan Ave. 
CHICAGO, ILLINOIS 
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2 Calomine lotion is made at 14 cent per oz. 
or 40 cents per Winchester against a usual whole- 
sale cost of $2.00 per Winchester. 


3 Kaolin poultice at approximately 20 cents per 
pound against the wholesale cost of 32 cents per 
pound the lowest. 


All patent items used are bought in the most 
concentrated form and all are diluted and made 
the required percentage right in the pharmacy. 
This saves freight cost of extra containers and 
dollars to the hospital in the final check up. 


Odd but interesting items made are silver polish, 
furniture polish and cockroach spray. 


The Pharmacist and His Additional Duties 


In the majorty of small hospitals, because there 
is not enough work for a storekeeper and likewise 
a pharmacist, the duties of the two are combined 
and the director is known as pharmacist-store- 
keeper. This is done in my case where I receive, 
check, mark and store all merchandise coming into 
the hospital. All items are requisitioned at speci- 
fied times from the several departments. These 
requisitions are filled and recorded. The quality 





of products in relation to cost are noted care‘uilly, 
Any criticism good or bad is communicated to the 


administrator. This constant checking leads to 
better buying and, of course, financial benefits to 
the institution. 


In conclusion let me assure you that dispensing 
and manufacturing in the pharmacy saves the 
pharmacist’s salary and much more. Controlling 
of all supplies is an added saving traceable di- 
rectly to this department. It is not only econom- 
ical but you must not overlook the added service 
to the doctor and the patient. Special medication 
freshly made, slight changes in formulae and 
emergency medication are some other advantages 
of the pharmacy department in a small hospital. 
The pharmacist is also well equipped to lecture 
to nurses in training in materia medica, chemis- 
try, etc., which I do in the nurses’ training school. 


This pharmacy has proven not only an econom- 
ical but a financial benefit to the hospital. The 
final scope of the pharmacy in a small hospital 
is the added services to the nurse, the doctor and 
the patients which only can be described in these 
words, “It is an asset to the building of a better 
hospital service.” 





Control of Organic Odors 





A solution, known as “Odac,” is reported to 
solve a problem common to hospitals, namely, the 
control of organic odors in carcinoma, colostomy, 
prostalectomy cases, etc. 


“Odac” is a clear liquid combination of self- 
vaporizing chemicals, which solve this problem by 
neutralization, instead of merely disguising the 
original odor with a stronger one. In addition to 
its germicidal properties “Odac” is odorless, and 
leaves the air sweet and pleasant. 
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The solution is dispensed by a simple electric 
unit which is plugged into any convenient outlet 
in the private room, and is entirely automatic in 
operation. 


Extensive tests in some of the larger hospitals 
have demonstrated that the “Odac” solution and 
Dispenser method is a very practical and econom- 
ical odor destroyer, and a new descriptive circular 
reviewing its advantages has just been issued by 
Meinecke & Co., Inc., 225 Varick Street, New 
York City. 
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Bring Cheer 
to Patients 


with 














Roxbury Pattern 


This colorful Roxbury Econo-Rim pattern 
can do as much to stimulate appetites — to cheer 
your patients’ spirits as the appearance of the 


food itself. 
The beautiful Old English underglaze print 


in rich crimson color creates a homelike atmos- 
phere. 


Syracuse China is true china ~ American 
made. It will not craze. Will not absorb moisture 
or food. Therefore it is sanitary. Your replace- 
ment costs will be reduced, too, because of its 
high resistance to chipping and breaking. 


Ask your Supply House to show you samples. 





{ at left shows great absorption. 


Syracuse true china 


Onondaga Pottery Co., Syracuse, N. Y. 
551 Fifth Ave., New York City 58 E. Washington St., Chicago 


i ase 
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NON-POROUS—SANITARY 
Two cracked dishes magnified 30 
times. Syracuse China at the right 
shows no absorption into the body 


of the ware. The inferior ware 


















WILSON’S OWN METHOD OF 
PREPARING LIQUID LATEX 


L fp reduce you Glove cst 


The bucket, the boy, the freighter and the tank car 
all play an important part in reducing the cost of 
your surgeon’s gloves, but an even greater part is 
played by the men in the Wilson Plants who pre- 
pare this live Liquid Latex for dipping. Without 
the bucket, the boy, the freighter or the tank car it 
would be impossible to make what is known today 
as “Liquid Latex Gloves.” Likewise, without the pat- 
ented Wilson process of preparing this 
Liquid Latex, such internationally famous 
loves as Wiltex and Wilco would 

Wiltex or Wilco Curved Finger 4 
Latex Gloves. . 


The WILSON RUBBER CO. 





and of Wiltex and Wilco Latex 
Gloves is an interesting one, but 
more interesting to Hospitals and 
Surgeons everywhere is the fact that 
they give more comfort, a more 
perfect fit and more economical 
service due to their longer life. Ask 
your Surgical Supply Dealer for 





World's Largest Manufacturers of Rubber Sloues 
CANTON, OHIO 





Sole Canadian Agents—J. F. Hartz Co., Ltd. @ Toronto @ Montreal 
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News of Interest to the Hospital Field 


Dr. Harry J. Brayton, who served as superin- 
tendent of the Onondaga County Sanatorium, 
Syracuse, New York, for twenty-four years, has 
resigned that position because of ill health. 

pa aie*" ene uil 

Mary Byrd, R.N., is superintendent of the new 
Cumberland County Tuberculosis Sanatorium in 
Fayetteville, North Carolina. 

schnell 

Dr. Irving E. Charlesworth has assumed his 
duties as medical director of the Napa State Hos- 
pital, Imola, California, succeeding the late Dr. J. 
M. Scanland. 

a en 

Frances Davidson is superintendent of the new 

Magnolia Hospital, Little Rock, Arkansas. 


cneuliliieanties 

Rebecca B. Graham has assumed her duties as 
superintendent of Franklin Memorial Hospital, 
Vicksburg, Michigan, succeeding Gilma Spencer, 


who resigned. 
$< —____— 


Hilda Hardt, R.N., has assumed her duties as 
superintendent of the Minnewaska Hospital, Star- 
buck, Minnesota. 

picendalliieicces 

Dr. Augustus P. Haus has been named active 
superintendent of the new Southern Indiana 
Tuberculosis Hospital being erected in New AI- 


bany, Indiana. 
—_—_———— 


Dr. O. C. Heyer has resigned as medical director 
of the Madison County Tuberculosis Sanitarium, 
Edwardsville, Illinois, and Dr. Joseph T. Maher 


has been named as his successor. 
———_—~<———_ 


Chester Vinton Kiltz, formerly of the Sherman 
Hospital, Elgin, Illinois, has accepted the super- 
intendency of the Martha Washington Hospital, 
Chicago. 

ssiaudidibceaees 

Alice E. LeGallais, R.N., has resigned as super- 
intendent of the Memorial Hospital of Greene 
County, Catskill, New York, and Millicent Mapes 


has been named as her successor. 
——_@——_—_—_ 


Sally Markman, R.N., has resigned as superin- 
tendent of Mount Sinai Hospital, Hartford, Con- 
necticut, and Mary E. Kelley, assistant superin- 


tendent, has been appointed acting superintendent. 
—————_ 


Margaret Mateer has resigned as director of 
nursing of Lucas County Hospital, Toledo, Ohio. 


scateaniiietnas: 

Helen Maxwell has been appointed superinten- 
dent of the Bluffton Community Hospital, Bluff- 
ton, Ohio, succeeding Stella Burkholder, who 
resigned. 
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Hazel McIver, R.N., has been named superin- 
tendent of the New London Hospital, New London, 
New Hampshire, succeeding Marion Wallace, who 
resigned. 

‘ccc 

Walter Mezger has resigned as associate direc- 
tor of Michael Reese Hospital, Chicago, to accept 
the superintendency of the Cedars of Lebanon 
Hospital, Los Angeles, California, effective Feb- 
ruary 1. 

ating 

Evert Moody, formerly assistant superintendent 
of Sherman Hospital, Elgin, Illinois, has been ap- 
pointed superintendent of the Greene County Hos- 
pital, Jefferson, Iowa, to succeed Ethel Anderson, 
who resigned. 

icin 

Dr. Charles G. Morgan succeeds Dr. E. E. Clovis 
as director of the Ohio County Tuberculosis Sana- 
torium, Wheeling, West Virginia. 


lOO ates 

Rev. G. T. Notson, superintendent of the Meth- 
odist Hospital, Sioux City, Iowa, from 1920 to 
1938, has assumed the presidency and adminis- 
tratorship of the Chamberlain, South Dakota, San- 
itarium. Mr. Notson succeeds Dr. C. P. Farns- 
worth, who resigned. 

ea 

Dr. John A. Pritchard, formerly superintendent 
of the Buffalo State Hospital, Buffalo, New York, 
has assumed the superintendency of St. Lawrence 
State Hospital, Ogdensburg, New York, succeed- 
ing Paul G. Taddiken, who retired. 


wicteaitiliieminied 

Dr. W. W. Richards has resigned as superin- 
tendent of the Yuba County Hospital, Marysville, 
California, and Anthony M. Fratis has been ap- 


pointed as his successor. 
————__— 


Dr. Anthony J. J. Rourke has resigned as as- 
sistant director of University Hospital, Ann 
Arbor, Michigan, to accept the position of physi- 
cian superintendent at Stanford University Hos- 
pitals, San Francisco, California. 

iasieniaieaieese 

Frank D. Self has accepted the superintendency 

of the Peekskill Hospital, Peekskill, New York, 


succeeding Hannah Lyons, who resigned. 
——— 


Ruth Senty has accepted the superintendency 
of the Parkview Hospital, Pueblo, Colorado. 
a ed 
Mrs. Helen T. Stabler has succeeded Margaret 
O. Williamson, R.N., as superintendent of the 
Montgomery Hospital, Norristown, Pennsylvania. 


a 
Dr. William M. Stockwell has resigned as super- 
intendent and medical director of the Cedarcrest 
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Tough hands may be a help in prize fighting - but they’re 

a handicap to skilled surgery. Take no chances of dead- 
we ening that delicate sense of touch. Avoid harsh or abra- 
sive scrub-up soaps that might irritate or toughen the 


skin. Insist on SEPTISOL. 
Septisol Surgical Soap 


is scientifically prepared from pure Olive Oil, Cochin 
Cocoanut Oil, and other fine vegetable oils... Made es- 
pecially for scrub-up rooms. Gives a thick, creamy 
lather. Helps eliminate danger of infection and rough- 
ness that comes from use of harsh, irritating soaps. 


DISPENSERS /“ it (Ts 


3 By CONVENIENCE 
mM” Plus ECONOMY 





1. Control Valve -- Permits regulating flow of soap from few drops 
to full ounce. Eliminates waste. 
2. No dripping. No hardening. Unused soap flows back into re- 























Ki® ceptacle. Safe ~ sanitary. 

wi kee\ 3. Spout swings from left to right. Puts soap where you want it. 

ad Mi Spout is removable for easy filling. 

Ke ff a) 4. Air Intake Valve. Foot operated--pneumatic pressure does the work 
SIN, a Septisol Dispensers are furnished in three models ~ ee BR, 
i Double Portable, Single Portable and Wall Type. . 





CHEMICAL LABORATORIES, INC. 


ST. LOUIS neW YORK 











Dr. Printy’s 


New Hospital Suction Unit 


Improved Design for Heavy Duty Hospital Work 


This unusually efficient unit was designed by Dr. O. J. 
Printz of Kansas City, to meet the great need of sur- 
geons for a suction pump built low so that it can be 
wheeled to any position desired without interfering 
with the surgeon or his assistants, and one with such 
an extra capacity vacuum bottle that it does not require 
frequent emptying. It is equipped with a regulating 
valve to check negative pressure, the rotary compressor 
is concealed, the motor is noiseless, and the entire appa- 
ratus is explosion proof and fireproof. Send for de- 
scriptive circular giving complete details. 











PRICE $175.00 Sold Only Through Surgical Supply Dealers 


J. SKLAR MANUFACTURING COMPANY Brooklyn, N. 7 
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State Tuberculosis Sanatorium, Newington, Con- 
necticut, which position he held for twenty-three 
years. 


—_—__—_. 
Mrs. Fabiola Torrison has assumed her duties 
as superintendent of the Victory Hospital, Napa, 


California. She succeeded Zueletta Bellani. 
—_—_—. 


Ray Van Steinen has been appointed manager 
of the Pawating Hospital, Niles, Michigan, to suc- 


ceed Hugh C. Cousins, who resigned. 
———+—— 


Margaret. M. Watson has been appointed su- 
perintendent of the Benedict Memorial Hospital, 
Ballston Spa, New York,. succeeding Marian S. 


Macomber, who resigned. 
oH 


H. L. Wilson has succeeded C. A. Lamont as 
superintendent of the Ware County Hospital, 


Waycross, Georgia. 
—_———__—. 


Bethel, Alaska—A new forty-two bed hospital 
was opened recently in Bethel, Alaska. This is said 
to be the largest general hospital of the Indian 


Service in Alaska. 
—_—<g——_—_ 


Chicago, Illinois—Passavant Hospital is the re- 
cipient of $50,000, a gift from Mrs. Elizabeth L. 
Patterson of Sterling, Illinois, to be used for can- 


cer research by the Patterson Cancer Clinic. 
—_—_—_—__—— 


White Hall, Illinois—The White Hall Hospital, 
Inc., of White Hall, Illinois, was granted a not-for- 


profit state charter on January third. 
——_ 


Portland, Indiana—The Jay County Hospital, 
Portland, Indiana, closed since last March, was 
opened recently for inspection. The hospital, 
which has been enlarged to three times its former 
capacity, has been completely remodeled and mod- 
ernized at a cost of $127,000. Anna Louise Yaeger 


has been retained as superintendent. 
_—— 


Emmetsburg, Iowa—The new hospital for Em- 
metsburg, Iowa, is now under construction, and 
will be ready for occupancy about the first of May. 

sd aaallitielc ak. 

Kingsley, Iowa—The Town of Kingsley, Iowa, 
has received a bequest of $75,000 for the erection 
and maintenance of a hospital. The money was 


bequethed by George E. Loring, a former resident. 
—_—@—_———. 


Baltimore, Maryland—The new east wing of the 
South Baltimore General Hospital, Baltimore, 
Maryland, has been completed. It cost $325,000, 
all of which was raised by public subscription 
among the citizens of Baltimore. The new wing 
will be opened on February 5. The wing contains 
fifty-two private and semi-private beds, new out- 
patient department, kitchen, power house, laun- 
dry and pathology laboratory. 
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Paw Paw, Michigan—Mrs. Claire Lee and Mrs. 
Hilda Knoblock, who have been operating the Gen- 
eral Hospital in Allegan, Michigan, for the past 
two years, have purchased a site in Paw Paw, 
Michigan, and will open a hospital similar to the 


one in Allegan. 
—_——_—_——. 


Northfield, Minnesota—The new Northfield City 
Hospital, Northfield, Minnesota, is now ready for 


occupancy. 
—_—_>—_——. 


Magnolia, Mississippi—The Beacham Memorial 
Hospital, Magnolia, Mississippi, was dedicated re- 
cently. The institution is a memorial to the late 
Dr. Woodward D. Beacham. 


pet ae 

St. Louis, Missouri—Plans for the new thirteen- 
story building at St. Louis City Hospital, St. Louis, 
Missouri, have been completed, and bids were 
recently opened. The new building, which will 
be the tallest hospital building in St. Louis, will 
contain the receiving ward, emergency operating 
room, an x-ray room, obstetrical, fracture, and 
prison wards. Walter J. Grolton is the super- 
intendent. 

spb aeaeits 

Brooklyn, New York—Rt. Rev. Msgr. Edward 
J. MeGolrick has announced that St. Cecilia Hos- 
pital for Women, Brooklyn, New York, will be 
opened under the supervision and management of 
St. Catherine’s Hospital. It will be known as St. 
Catherine’s Maternity Hospital, Monsignor Mc- 
Golrick Memorial Building. 


Hake ae 

New York City—Ground was broken recently 
for the central building of three new structures 
planned for Lebanon Hospital, the Bronx, and New 
York City. The building will cost $4,000,000, and 


will be completed in eighteen months. 
—— 


New York City—The Herman Knapp Memorial 
Eye Hospital, New York City, after seventy years 
of operation, has merged with the Columbia Uni- 
versity and Columbia-Presbyterian Medical Cen- 
ter. Its clinical and teaching activities were taken 
over by the Presbyterian Hospital and the Van- 
derbilt Clinic. 

<chhalliliat 

New Richmond, Ohio—The Meade Memorial 
Hospital, New Richmond, Ohio, will be reopened 
as the New Richmond Hospital, and will be under 
the supervision of Dr. C. C. Kramer, a former Cin- 
cinnati surgeon, and his wife, Dr. M. M. Kramer, 


a pediatrician. 
Se 


Philadelphia, Pennsylvania—The Nazareth Hos- 
pital, Philadelphia, Pennsylvania, was dedicated 
on January 7, and will be open for patients in Feb- 
ruary. This new seven-story building, with a 
capacity of 195 beds, is owned and operated by the 
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CLASSIFIED ADVERTISEMENTS 


RATES: Eight cents a word. The minimum advertisement is 25 words at a cost of $2.00, including address or key 


number of 5 words. All answers to keyed advertisements will be forwarded. Classified advertising copy 
must be received at the office of HOSPITALS, 18 E. Division St., Chicago, Illinois, by the fifteenth of the month preceding issue. 


Commercial announcements accepted at the same rate. 


Remittance must accompany classified advertisements. 





CONSULTANTS 


POSITIONS OPE N—(Continued) 








CHARLES S. PITCHER, F.A.C.H.A. 
Hospital and Institutional Consultant 
1521 Spruce Street, Philadelphia, Pennsylvania 


SUPERINTENDENT OF NURSES, 30-40 years old, degree 
or comparable; fifty students; 100 beds. Interview in 
Maryland at applicant’s expense required. Modern, ap- 
proved hospital. Salary $125- a. plus full maintenance. 
Address Box N-1, HOSPITAL 








POSITIONS WANTED 





THE MEDICAL BUREAU 
M. Burneice Larson, Director 
Palmolive Building 
Chicago, Illinois 


PATHOLOGIST—Well-trained _~ experienced pathologist 
desires appointment; A.B., M.A., M.D., leading schools; 
three years’ graduate training in pathology; five years, 
director of laboratories, fairly large hospital. No. 664. 

YOUNG WOMAN PHYSICIAN who has specialized in x-ray 
and radium therapy is available; bachelor’s and medical 
degrees from eastern schools; two-year rotating intern- 
ship followed by graduate training in her specialty; 
Diplomate in Therapeutic Radiology, American Board; 
will go anywhere. No. 665. 


ADMINISTRATOR—Graduate nurse, exceptional young 
woman is available for superintendency; B.S., Columbia; 
graduate of eastern training school; two years, assistant 
director of nursing, large teaching hospital; four years, 
superintendent, 75-bed hospital; past several years ad- 
ministrator fairly large hospital. No. 666 


ANESTHETIST—Graduate of eastern training school; 15- 
month course in anesthesia; six years’ experience in giv- 
ing all anesthetics; will go anywhere. No. 667 


SOCIAL WORKER—B.S. and M.A. degrees; two years’ 
graduate training, eastern school of social service work 
for which she received diploma and master’s degree in 
medical social work; two years, case worker in family 
department, church organization; field work was served 
in medical social service. No. 668 


DIRECTOR OF NURSES—B.S. and M.A. degrees; past eight 
years, principal school of nursing, director of nursing 
service and assistant superintendent, fairly large hos- 
pital; capable speaker; interested particularly health edu- 
cation and hospital administration. No. 669. 

PHYSIOTHERAPIST—Graduate university school of nurs- 
ing; year’s excellent training in physiotherapy; five years’ 
interesting experience. No. 670. 


ADMINISTRATIVE DIETITIAN—B.S. degree, state college; 
excellent training in hospital dietetics; three years, as- 
sistant dietitian and four years chief dietitian, large 
teaching hospital; No. 671. 


TECHNICIAN—Registered; B.S. degree, University of Min- 
nesota (major, Medical Technology); six months’ train- 
pe 3 a i! Tai years, chief technician, small hos- 

lta 





POSITIONS OPEN 





ZINSER PERSONNEL SERVICE 
1551 Marquette Building 
Chicago, Illinois 


DIET iTIANS, technicians, supervisors, instructors, general 
a nurses, anesthetists, administrators, physicians— 
® are hospitals everywhere needing your services! 


INTERSTATE HOSPITAL AND NURSES BUREAU 
Mary E. Surbray, R.N., Director 
332 Bulkley Building 
Cleveland, Ohio 


ASSISTANT MEDICAL DIRECTOR: With some adminis- 
trative experience. 400-bed general hospital in mid- 
western industrial center. Excellent salary. 


BUSINESS MANAGER: Experience and special training in 
Accounting. 375-bed general hospital, central states. 
PRINCIPAL, SCHOOL OF NURSING: College graduate with 
ability to direct large school of nursing. 350-bed general 
hospital, Ohio. Excellent salary. 

SUPERINTENDENT OF WURSES: Graduate nurse staff. 
85-bed general hospital, large mid-western city. 

SUPERINTENDENT OF NURSES: College degree and ex- 
perience. 150-bed eastern hospital, modern and well 
equipped. 

SCIENCE INSTRUCTOR: B.S. Degree. 200-bed_ hospital, 
central Pennsylvania. Salary $135. (b) 150-bed New 
England hospital. 


NURSING ARTS INSTRUCTOR: Assistant. 
versity hospital, mid-west. 


250-bed uni- 





NURSE PLACEMENT SERVICE 
Anna L. Tittman, R.N., Executive Director 
513 Willoughby Tower, 8 South Michigan Avenue 
Chicago, Illinois 


ADMINISTRATION: (a) Director of Nursing: Children’s 
building of 180 children connected with large western 
general hospital; open now. No. 09319. (b) Assistant 
Director School of Nursing: 400-bed hospital; middle- 
west; assistant also responsible for clinical educational 
work; 120 students, 90 graduate staff nurses and 20 
supervisors and head nurses; month vacation; salary 
good; open soon. No. 09289. 


EDUCATION: (a) Nursing Arts Instructor: 80 students; 
hospital 250 beds; middlewest; $100, maintenance; 
urgent. No. 08976. (b) Science Instructor: Immediate 
opening western hospital 560 beds; $125, meals and 
laundry. No. 09320. 


SUPERVISION: (a) Operating Room: 130-bed hospital; 
Great Lakes state; $85-$100, maintenance. No. 09403. 
(b) Pediatrics: 270-bed hospital; West coast; teaching 
supervisor; degree requested ; salary $115. No. 09375. 
(c) Obstetrics: Assistant supervisor; 215-bed hospital ; 
South east; some knowledge of anaesthesia ; $90, main- 
tenance. No. 09254 


LABORATORY TECHNICIAN: City Health Department; 
extreme south; competent; salary $165. No. 09260. 


ANESTHETIST: 154-bed hospital; east; $100, maintenance. 
No. 09367 


STAFF NURSES: Constant demand. Variety of interesting 
positions—medical, surgical, pediatrics, psychiatric and 
tuberculosis services. 


MANY POSITIONS 
EVERYWHERE 
NO REGISTRATION FEE 
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Sisters of the Holy Family of Nazareth, and Dr. 
Basil R. Beltran is the medical director. 
SELES EI 

Sharon, Pennsylvania—Thirty-four new rooms 
are now ready for occupancy at the C. H. Buhl 
Hospital, Sharon, Pennsylvania, which was re- 
cently remodeled to provide the necessary addi- 
tional space. The bed capacity of the hospital 


is now 158. 
——_———_—_——. 


Beaumont, Texas—Plans are now under way for 
a $75,000 addition to the Jefferson County Tuber- 
culosis Hospital, Beaumont, Texas, of which Dr. 
Michael A. Cunningham is superintendent. 

Siilucsciebitia tists 

Brownwood, Texas—Bids were opened on De- 
cember 30 for the construction of a two-story 
brick, tile, and concrete addition to double the 
capacity of the new Brownwood Memorial Hospi- 


tal, Brownwood, Texas. 
—_——_— 
Waco, Texas—The new Charity Hospital and 


Clinic at Waco, Texas, which will soon be ready 





for occupancy, will be known as the Joanna Mc- 
Clelland Memorial Hospital, in memory of Mrs. 
McClelland, who left a bequest of $45,000 to the 


city for a charity hospital. 
————— 


Winchester, Virginia—The Winchester Memo- 
rial Hospital, Winchester, Virginia, was be- 
queathed $13,500 by the late Mrs. Georgette H. 
Bull. 


—————— 
White Salmon, Washington—The new Klickitat 
General Hospital, White Salmon, Washington, was 


recently opened by Mrs. Hazel Johnson. 
—_—_—_—_——_. 


Milwaukee, Wisconsin—A campaign to raise 
$200,000 to finance the addition of a $125,000 ma- 
ternity ward unit and a $75,000 addition to the 
Deaconess House at Milwaukee Hospital, Milwau- 
kee, Wisconsin, has been announced by Rev. Her- 
man L. Fritschel, director of the hospital. The 
hospital, second oldest in the city—founded in 
1863—doubled its capacity in 1924 when it raised 
$467,000 for buildings. 





Coming 


Arizona Hospital Association, Phoenix, February 2-3 


Conference of Presidents and Secretaries of State Hos- 
pital Associations, Board of Trustees’ Dinner to Presi- 
dents and Secretaries, Chicago, February 12 

National Methodist Hospitals, Homes, and Deaconess Asso- 
ciation, Chicago, February 14-15 

Texas State Hospital Association, San Antonio, February 
22-24 

Oregon Association of Hospitals, Portland, February 

Massachusetts Hospital Association, Boston, March 6 

New England Hospital Association, Boston, March 7-9 

Nebraska Hospital Assembly, Lincoln, March 27 

Georgia Hospital Association, Biloxi, Mississippi, March 
27 

Mississippi State Hospital Association, Biloxi, March 27 

Southeastern Hospital Conference, Biloxi, March 28-30 

Florida Hospital Association, Biloxi, March 28-30 

Louisiana Hospital Association, Biloxi, March 28-30 

Ohio Hospital Association, Columbus, April 2-4 

North Carolina Hospital Association, Winston-Salem, 
North Carolina, April 3 

Carolinas-Virginias Hospital Association, Winston-Salem, 
April 4-6 

Hospital Association of West Virginia, Winston-Salem, 
April 4-6 

Virginia Hospital Association, Winston-Salem, April 4-6 

South Carolina Hospital Association, Winston-Salem, 
April 4-6 

Tennessee Hospital Association, Chattanooga, April 8 

Association of Western Hospitals, Los Angeles, Califor- 
nia, April 8-11 

Association of California Hospitals, Los Angeles, April 
8-11 

Mid-West Hospital Association, Kansas City, Missouri, 
April 11-12 

Alabama Hospital Association, Birmingham, April 17 
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Meetings 


Iowa Hospital Association, Des Moines, April 22-24 

Kentucky Hospital Association, Louisville, April 25-26 

Arkansas Hospital Association, Little Rock, April 25-26 

Tri-State Hospital Assembly (Illinois, Indiana, Wiscon- 
sin and Michigan), Chicago, May 1-3 

Hospital Association of Pennsylvania, Pittsburgh, May 
8-10 

Kansas Hospital Association, Wichita, May 16-17 

Washington State Hospital Association, Spokane, May 18 

Connecticut Hospital Association, New Haven, May 22 

Hospital Association of the State of New York, Buffalo, 
May 22-24 

Minnesota Hospital Association, Minneapolis, May 23-25 

South Dakota Hospital Association, Sioux Falls, May 

New Jersey Hospital Association, Atlantic City, June 6-8 

Catholic Hospital Association, St. Louis, Missouri, June 
17-21 

Hospital Association of Nova Scotia and Prince Edward 
Island, Bridgewater, N. S., June 

Idaho Hospital Association, Boise, July 15 

National Hospital Association, Houston, Texas, August 
11-13 

American Protestant Hospital Association, Boston, Sep- 
tember 13-15 

American College of Hospital Administrators, Boston, 
September 14-16 

American Hospital Association, Boston, September 16-20 

American Association of Nurse Anesthetists, Boston, 
September 16-20 

Maine Hospital Association, Lakewood, September 

Alberta Hospital Association, Calgary, October 

Ontario Hospital Association, Toronto, October 

Vermont Hospital Association, Montpelier, October 

Saskatchewan Hospital Association, Regina, October 

Colorado Hospital Association, Denver, November 13 

Oklahoma State Hospital Association, Oklahoma City, 
November 16-17 
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Will Be Dedicated on February Twelfth 

















i os bd 

- ; 
be ' | 

is ee : bas 





{ 
j 
bf lat 
; ge 21 Gil 
| Rear view 
nm i i 
a + showing 
expan kage lib 
package library 

















stacks 





























THE BOARD OF TRUSTEES 
OF THE 
AMERICAN HOSPITAL ASSOCIATION 
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